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VICTOR J. FRBHIAN, M.D., who is author 
of the paper, “Beyond the Germ Theory: 
Human Aspects af Health and Illness,” first 
presented the essential ideas on which the 
paper is based at the Eighth Annual Healt 
Conference at University Park, Pennsy] 
nia, in August, 1959. His undergraduate de- 
gree was in bacteriology at the University 
of British Columbia. He earned his M.D. 
degree at the University of Toronto, spent 
five years in teaching and research in pub- 
lic health bacteriology, principally at the 
University of Washington School of Medi- 
cine, completed formal training in psychiatry 
in the San Francisco U.S.P.H.S. Hospital. 
One.of his papers in the field of behavior is 
entitled “Dual Role of the Psychiatric Con- 
sultant in the Community.” It appears in 
the American Medical Association’s s Archives 
of General Psychiatry. 

Dr. Freeman is now Associate Professor 
of Public (Mental) Health in 1 the University 
of Pittsburgh Graduate School of Public 
Health. 


AUSTIN L. PORTERFIELD, Ph.D., who in- 
troduces the Journal with an Editorial on 
“Social Knowledge in Medicine,” received 
his doctoral degree in sociology at Duke 
University in 1936. Since 1937, he has been 
Professor of Sociology and Chairman of the 
Department of Sociology in Texas Christian 
University. He is the author of Creative 
Factors in Scientific Research, Youth in 
Trouble, Mirror, Mirror: On Seeing Your- 
self in Books, Wait the Withering Rain? 
and Co-Author with Robert H. Talbert of 
Crime, Suicide and Social Well-Being, and 
Mid-Century Crime in Our Culture. In ad: 
dition, his papers have appeared in various 
sociological journals. 


Victor J. SANUA, Ph.D., who is author 
of the paper on “Sociocultural Factors in 
Responses to Stressful Life Situations: The 
Behavior of Aout & Am} putees as an Example,” 
is connected with the Family Guidance Cen- 
ter of the Harvard Sch of Public Health. 


Dr. Sanua received his early education in 
Cairo, Egypt, where he graduated from the 
sae University at Cairo. Before com- 

g to the United States, he worked with 
the U.S.0.W.I. and, later, with the United 
Nations Relief for Palestine Refugees. He 
obtained his Ph.D. degree in clinical ‘psy- 
chology at Michigan State University, be- 
came a Clinical psychologist at the Institute 
of Physical Medicine and Rehabilitation of 
New York University-Bellevue Medical Cen- 
ter, and then joined the staff of the Depart- 
ment of Psychiatry of Cornell University 
Medical College as a Russell Sage Founda- 
tion Fellow. Later, Dr. Sanua was a Research 
Fellow in the Department of Social Relations 
at Harvard University. Among his recent 
publica tions is a chapter in Marvin K. Op- 
ler’s Culture and Mental Health. 


ABRAHAM J. SIMON, Ph.D., whose paper 
is entitled, Psychodynamics 
of Stressful Life Situations as Seen in a 
Children’s Clinic’ occupies 2 place in Part 
One of this issue of the Jowrnal, is Assistant 
Professor of Social Sciences in the Depart- ” 
ment of Psychiatry and Neurology of the 
seen Medical School. This paper was part 

f a panel discussion in a session of the So- 
‘aes of Applied Anthropology, in Madison, 
Wisconsin, on May 4, 1959, on “Teaching 
Social and Behavioral Science in Medical 
Schools.” The Editors have included Dr: 
Simon’s paper in Part One, rather than in 
Part Two with the ‘other Madison Papers, 
because. we consider it a significant compo- 
nent of the theme of Part One. On this ac- 
count, Dr. Simon’s paper does not include 
some paragraphs which were pertinent in 
the Madison setting. 

Dr. Simon received his Ph.D. degree in 
sociology and anthropology at Washington 
University in 1953. He has been either Au- 
thor or Co-Author of papers appearing in 
the Chicago Medical School Quarterly, in 
the American Journal of Orthopsychiatry 
and in other publications. 
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Austin L. Porterfield, Ph.D. 


In Not as a Stranger, Morton Thompson 
vemarks that the Greenville villagers on a 
given morning, “like all humans anywhere 
... arose a day nearer death.” As one of 
them, Dr. Runkleman was an early riser. 
Over his coffee, he thought of the operations 
scheduled for the day, the patients who 
would live or die, “the two or three who 
would surely die,” and what he had tried to 
do for each of them. He thought of the whole 
procession of patients he would see. 

Today’s procession would include patients 
who were “organically ill and those function- 
ally ill.” They would “clamor for help with 
their voices, their tones, their eyes, their 
faces ...” In responding to their clamor he 
might have a “triumph or two;” but, “for 
the most part it would be a faceless proces- 
sion.” They would come “excited by fear, 
panicked by pain.” They would bring with 
them “bodies that neither he nor any man 
living fully comprehended or half compre- 
hended, to which he would administer physi- 
cal forces, chemicals, pressures, electricity, 
the result of which neither he nor any man 
living could absolutely guarantee and most of 
which he and all living men only partially 
understood.” 

When these patients came to him, he would 
be to them a “figure of mystery, awful in its 
ability to define what had gone wrong with 
them, awful in its knowledge of that greatest 

all mysteries to man, the anatomy and 
physiology of himself.” When he could not 
help them, he was not “just a human... 
like themselves,” but a human who had failed 


. Morton Thompson, Not as a Stranger (New 
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them; and they would go from doctor to 
doctor. “Somewhere in the world was a man 
who could help them. And that man was ¢ 
doctor.” 

Dr. Runkleman’s patients were of all 
classes. They included people he loved and 
people he hated; but he had nothing but the 
same physical forces to give to all. People 
were bodies, and they were human beings; 
but Dr. Runkleman was so busy with their 
bodies that he seldom had time to think of 
them as human beings like himself. The 
doctor did not understand the humanity of 
the patients, and the patients did not under- 
stand the humanity of the doctor; but when 
the patient comes to the doctor, or the doctor 
goes to the patient, he ahold go “not as a 
stranger,” but as one who possesses both 
medical and social knowledge. 


SOCIAL AND MEDICAL KNOWLEDGE 


Two streams have been flowing separately 
too long—the streams of medical and social 
knowledge. Neither stream is broad enough 
or deep enough; but when the two are con- 
nected, the connecting channels will broaden 
and deepen both. We can see that this broad- 
ening and deepening effect can hardly fail 
to materialize when we consider the nature 
of social knowledge as the medium that keeps 
us from being strangers as doctors, nurses, 
patients, medical students, hospital admin- 
istrators, public health pereens, social sci- 
entists, and all other persons and function- 
aries. Social knowledge is the only medium 
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by which it will be possible to understand 
the variable meanings of sickness and health 
to persons; what sick and well persons mean 
to their families; why families respond to 
afflicted members as they do; and how fami- 
lies, culturally defined values, and the re- 
sponses of others to patients become factors 
in making people sick, helping them to get 
well, and motivating them to stay well. 

The healer, as all men do, needs two kinds 
of knowledge: body knowledge and social 
knowledge. As Charles Horton Cooley ob- 
served, 


Since life began to be human... the con- 
ditions with which the mind has had to 
deal . . . divide themselves rather sharply 
into two kinds: the material, on the one hand, 
and the human, or social, on the other. We 
have always needed to understand both 
things and persons, and the most primitive 
savage, though he may occasionally confuse 
them, is quite aware that they are different 
and must be understood in different ways... 


In dealing with things sensation is the 
main source of the raw material which the 
mind works up into knowledge; in dealing 
with men it serves chiefly as a means of 
communication, as an inlet for symbols which 
awaken a complex inner life not primarily 


sensuous at all... When | meet a stranger 
and judge by his face, bearing, and voice 
that he is a kindly and cultured man, and by 
his words perceive, in a measure, the work- 
ing of his mind, the sensuous images [words, 
face, voice] are like the starting mechanism 
of an automobile; they set at work processes 
{in my mind like the processes in his mind] 
more complicated and potent than [the sen- 
suous images} themselves, of which, mainly, 
the resulting social knowledge consists.* 
To apply Cooley’s idea in medicine. disease 
symptoms are “sensuous images” that help 
the doctor, out of his medical knowledge, to 
interpret biological complexities in disease 
processes—Cooley’s “spatial”? knowledge; but 
are there other, related, “sensuous images” 
that help the physician to “awaken in his 
own mind” processes similar to those in the 
mind of the patient, which are factors in his 
affliction?—Cooley’s social knowledge. 
Social knowledge, as the knowledge of the 


3. Charles Horton Cooley, Sociological Theory and 
Socici Research: Being Selected Papers of Charles 
Forvton Cooley, with an Introduction by Robert 
Cooley Angell (New York: Henry Holt and Com- 

.y, 1930), pp. 289-290. 


meaning of situations to people, is developed 
from contact with the minds of others 
through communication, which arouses in us 
the same processes of thought and sentiment 
as are going on in those whom we would 
understand, and enables us to understand 
them by sharing their states of mind. The 
clearly distinctive trait of social knowledge 
is its dramatic quality: one’s own personal- 
ity reenacts imaginatively what is thought 
and felt by others, as’ one observes their 
behavior in the light of his own experience, 
or imagined experience, in similar situations. 
“Spatial knowledge” is different. One does 
not know stresses and strains in engineering 
in terms of hates and loves, or the meanings 
of situations to girders and beams; but hu- 
man stresses, including many that result in 
biological strains, can, be understood only 
in the light of their psychosocial meanings 
to the adapting patient.? 


MEDICAL MAN’S APPRECIATION OF SOCIAL 
KNOWLEDGE 


An appreciation of the importance of so- 
cial knowledge is growing among physicians. 
Papers by physicians in this, <he first issue 
of the Journal of Health cnd Human Be- 
havior, emphasize this fact. Awareness of 
the social factors in health and disease in 
the minds of doctors, however, is not uni- 
versal. A feeling that sociologists, psycholo- 
gists, and anthropologists can make a con- 
tribution in the nature of helpful under- 
standings in medical situations is far from 
universal among physicians. 

Twenty of 100 physicians in the South- 
west, who were asked to comment on what 
useful function could be performed by the 
Jotrnal, responded with letters. Nearly all 
of those who replied were convinced that a 
very large proportion of their patients had 
sociosomatic or psychosomatic troubles. The 
most notable:-exception was that of a pedia- 
trician, who “‘thanked God” that his patients 
were “too young”’ to be affected greatly by 
such factors! Simon’s paper on “Illness and 
the Psychodynamics of Stressful Life Situa- 

4. Ibid., pp. 293-294; ef. Austin L. Porterfield, 
Creative Factors in Scientific Research (Durham: 
Duke University Press, 1941), pp. 48-49, 126-127. 
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tions,” which takes the cases of children in 
a pediatric clinic as an example, has a bear- 
ing on this attitude. 

In the same mail as the pediatrician’s note 
thanking God for his blessings came the 
Proceedings of the Purdue Farm Cardiac 
Seminar,” out of which may be lifted one of 

, appreciative medical notes, expressive 
the part ‘icipating physicians’ viewpoints. 
Dr. D. R. Sparkman, Chairman of the Re- 
habilitation ail tbe of the American 
Heart Association said, “The information 
presented here should make the physician 
more aware of the importance of psychologi- 
cal and social factors in affecting the recov- 
ery of his patients from heart attacks and 
of his broader responsibility in patient care 
stretching beyond the physical needs.’’® 

It should be observed that, up to now, fully 
one-half of the papers that have been sub- 
mitted for publication in the Journal have 
been written by physicians. 


SOCIAL KNOWLEDGE OF THE PATIENT 


Social knowledge in the medical setting is 


“5 


important not only for doctor, nurse, and 
interne. It is important iz the patient. The 
patient’s understandings, misunderstandings, 
loves, hates, fears, and reassurances, which 
grow out of his appreciation, or lack of ap- 
preciation, of his life situation, obviously 
affect his food and drink habits, his attitude 
toward medical care and convalescence, and 
his motivation to stay well. His perceptions 
of his universe, his perceptions of other 
people’s perceptions of him, and his self- 
images make him want to live or die; and 
the extent to which he has understood the 
minds of others, and is aware of the part he 
has played in creating the attitudes of others 
toward himself, is a measure of his social 
knowledge. 

Among psychiatrists, Harry Stack Sulli- 
van,’ possibly, has come nearest to an ade- 


5. W. H. M. Morris (Editor), Proceedings of the 
Purdue Farm Cardiac Seminar (Lafayette: Purdue 
University Agricultural Experiment Station, 1958). 

6. fbid., p. 87. 

7. Harxy Stack S$ 


The Interpers nal The- 
ory of Psychiatry Sexe "York: Ww. jor 
Company, 1953); cf. Timothy Leary, 

Diagnosis of Personality “Nev VY 

Press, 1957). 


quate appreciation of the force of interper- 
sonal relationships. Many others come too 
near treating the individual as individual. 
They have little appreciation of the insight 
of T. S. Eliot in The Cocktail Party,’ who 
makes the psychiatrist in the drama tell one, 
who ples che role of a patient, that it is a 
rare sitr ia which only one person is 
eects 3 hie self, alone; for the sick man is 
only part o f a a situation to which others be- 
long. The father of a family has an ulcer; 
but, in a sense, perhaps the family has the 
ulcer which, biographically and biologically, 
has found a location in Papa’s stomach; or 
perhaps it is Papa’s lack of social knowledge 

—knowledge of his family, his role, status, 
and function, and of the workers on the job 
—that has furnished the stressful situations 
conducive to the ulcer. 

The Journal will seek papers which are 
empirically and analytically based on the pa 
tient’s social and psychological simtveiatibinn: 
We are interested in medical people’s social 
knowledge of the patient, but we are also 
hidetcabad in the patient's knowledge of his 
own social ait ions as he helps to make 
them and is cré , them; and surely we 
are interested papers on the patient’s 
knowledge of, and attitudes toward, doctors, 
nurses, hospitals, public health organizations, 
pill vendors, and folk medicine. 


SOCIAL AND MEDICAL KNOWLEDGE GAINED 
THROUGH “THE DIALECTIC OF PERSONAL 
GROWTH” 


In elaborating on James Mark Baldwin’s 
idea of “the dialectic of personal growth,” 
Cooley wrote: 


From earliest infancy our life is passed in 
eager response to incitements that nach us 
through the expressive behavior; of other 
people, through facial expression, gesture, 
spoken words, writing, printing, painting, 
sculpture, the symbols of science, and the 
mechanic arts. Every response we make is 
a step in our educaton, teaching us to act, 
to think, and to feel a little more humanly. 
Our brain and our nerve complexes develop 
in the sense of our surroundings. and at the 
same time our consciousness takes account 


T. S. Eliot, The Cocktail Party (New York: 
ri, Brace, 1950). 
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of this inward experience and proceeds to 
ascribe it to other people in similar condi- 
tions. Thus by a single process we increase 
our understanding of persons, society, and 
ourselves. When you play golf you not only 
acquire spatial knowledge in the shape of a 
cer tain muscular skill, but also social knowl- 
edge through learning the pride one feels 
when he makes a long drive, or the hurr 
tion when he tops the dhe and g gets into the 
creek. As you see anot! ner man do these 
things you repeat, sym Maly, your own 
inner response on former occasions and 
ascribe it to him. A new reach of experience 
is opened to you and you enlarge your under- 
standing of men. And you extend vour 
knowledge of domestic life, of letters, arts, 
and sciences in the same way . 


. Consider scientific work in the labora- 
tory and in the field. Does it give only ma- 
terial knowledge of the behavior of things 
in test tubes, of the look and feel of strata, 
of the habits of fishes, or does it also teach 
you to understand chemists, geologists, and 
zoologists as men, to participate in a phase 
of human life, share its ideals, and learn its 
social methods? And is not the latter knowl- 
edge quite as important to the man of sci- 
ence as the former? Able men in every field 
excel, as a rule, in human as well as techni- 
cal knowledge, because both are the fruit of 
a richly developed mind, and both must also 
be cultivated as instruments of success.° 


If we substitute the word physician for 
the word scientist in the sentences quoted 
from Cooley, and put in patients and their 
families instead of things in test tubes, or 
the man who tops a ball in. playing golf, we 
get the full significance of Cooley’s idea of 
the way in which thing knowledge and social 
knowledge grow together; but there is this 
difference: the physician may learn not only 
what other medical people feel as he inter- 
acts with them on patients as subjects—he 
is interacting with the patients in a way that 
the scientist never interacts with things in 
test tubes. 

Here is the dialectic of interpersonal re- 
sponses in which a young, middle-aged, or 
elderly physician is interacting with a young 
patient, middle-aged patient, or elderly pa- 
tient; or with a patient occupying the role 
of man, woman, Orthodox Jew, Seventh Day 
Adventist, Wetback; or of rich man, poor 
raan, beggarman, thief, doctor, lawyer, mer- 


9. Cooley, op. cit., pp. 298-294. 


s 


chant, chief. (Or can the doctor do things to 
them without their responses to what he does 
affecting his further behavior?) In such sit- 
uations, the physician’s medical knowledge 
and his social knowledge may grow together, 
provided he is gifted with empathy. To ap- 
preciate the social nuances of the patient’s 

sickness or he salth, it is necessary for the ego 
to 1 inder stand the culture and the humanity 
or >It 


Or tne alter. 

For this reason, we will seek papers that 
have a bearing on personality development, 
primary group relationships, and culture as 
factors in sickness and health. We will want 
papers that relate to the life cycle, including 
papers on gerontology; for “‘the dialectic of 
personal growth” continues through a life- 
time, regardless of the direction of the 
“orowth’’; and young medical.people need to 
know what it means to be old. 


SOME RESEARCH ROOTS OF SOCIAL KNOWLEDGE 


Cooley did not claim that all social knowl- 
edge grows eediagte intuition. He would have 
agreed with Louis Wirth (who, because there 
was not adequate medical knowledge to save 
him, died much too young), as Wirth summed 
up the avenues to be traveled to an under- 
standing of man in society. 


In its most external aspect [Wirth ob- 
served], social life involves the distribution 
of the members of an aggregate in space. 
From this physical and superficial view of 
an aggregate, we may proceed in two direc- 
tions to explore further significant aspects 
of social life by means of the techniques of 
the various specialized branches of social 
science that concern themselves with it. On 
the one hand, we can seek to discover what is 
true of such an aggregate by virtue of the 
fact that the constituent members are organ- 
isms of a sort, endowed with the impulses 
and organic traits of their species. On the 
other hand we can ascertain what is true of 
such an aggregate by virtue of the fact that 
they are in interaction with one another and 
in the process have built up what we call a 
culture. Thus we come to see the peculiar 
relevance of human ecology, biology, psychol- 
ogy, and social science in its various branch- 

es to the understanding of the social life of 
Man «-s\« 


. No single # field of spec clalization can by 
itself be expected to re 1ore than a high- 








SOCIAL KNOWLEDGE IN MEDICINE 


y segmental aspect of the total reality, but 
each can become more fertile than it would 
be in isolation by recognizing its own pecuiar 
problems and interests in their relations with 
others... It is a sign of scientific progress 
that the first step in the realistic analysis 
fof the relations between the individual and 
the group—the transcending of the long- 
established barriers between the various aca- 
gemicaily departmentalized fields of inter- 
ests—is now in process. 

In keeping with Wirth’s appreciation of 
the need, we shall welcome papers on health 
and human behavior from any of the fields 
mentioned separately, or from interdisci- 
iplinary teams which represent them all to- 
gether. We believe that specialists in social 
knowledge and practice can benefit by “tak- 
ing,” not “playing,” the role of other special- 
ists in social knowledge and practice. 


THE VOICE OF THE LIVING ON SOCIAL 
KNOWLEDGE 


Some may think of Cooley, Wirth, and 
Sullivan as belonging to the past, and may 
be more interested in hearing the voice of 
their contemporaries; but a!] truths are time- 


less. They are always fit to be contemporary, 
while much that is contemporary is not 
true,” and certainly not timeless. Scientifi 
progress does not come out of breaks with 
the knowledge of- past generations. 

Some worthwhile ideas developed before 
any of us were born; but we have consulted 
bur contemporaries. In fact we have fifty of 

em on our staff; and we wrote to 75 other 
ocial scientists to find out what they 

ought the Journal of Health and Human 
Behavior should be like. 

The first fifty of them to reply believed 

at the order of priorities in the Journal 

ould be given to papers devoted to (1) re- 
earch, (2) theoretical formulations, (3) a 
lalance of all interests, (4) methodology, 

d (5) descriptive analysis. The most likely 
fources of these papers would include (1) 
dcial scientists at work in medical settings, 
2) physicians interested in the application 


‘10. Louis Wirth, “Social Interaction: The Prob- 
m of the Individual and the Group,” The American 
burnal of Sociology, 45 (1939), 965-978, especially 
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of the social sciences in medicine, (3) theo- 
retical social scientists, and (4) surgeons and 
practitioners, including psychiatrists. They 
expressed the opinion that most contribu- 
tions could be expected from teams working 
with foundation support and that, next in 
order, the contributions of independent re- 
searchers and of those given governmental 
support would be about even. 

The types of social knowledge researchers 
should seek in relationship to etiology and 
epidemiology should focus on (1) factors in 
the social structure, (2) cultural factors, (3) 
psychosocial stresses, (4) primary group fac- 
tors, and (5), slightly lower, ecological and 
ife-cycle factors, while (6) demographic re- 
search was given the lowest rating. 

Research in medical care, in. the minds of 
the respondents, should be directed toward 
(1) the social structure and its influence on 
the practice of medicine, (2) doctor-nurse- 
patient relations, (3) medical settings and 
institutions, (4) the personalities of doctor, 
patient, nurse, and (5) the ecology and eco- 
nomics of medical care. Public opinion about 
medical practice elicited least interest. 

Research in deviant behavior of interest 
to the Journal, as the respondents saw it, 
should include (1, 2) almost evenly alcohol- 
ism and mental disorder, (8, 4) the sexual 
pathologies and suicide, and (5) other forms 
of deviant behavior. 

Our contemporaries believe that these are 
the areas in the etiology and epidemiology of 
disease and in medical care about which we 
should seek social knowledge; and they think 
that studies in deviant behavior ought to be 
included as important areas of scientific re- 
search and publication in our Journal. 

All these interests we shall include in our 
papers. In each we must maintain a high 
standard of excellence to win our way as a 
medium of interdisciplinary communication. 
There are many journals! We want to carry 
abstracts from all media, so that specialists 
in one field can locate papers of interest in 
other fields. 


WHERE 


This first issue of the Journal emphasizes 


1\ the nacd nt ane on Aval Pe RT pee 
1) the need of social knowledge in medicine 
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and (2) ways of training for social knowl- 
edge in medicine. We hope, in this way, to 
indicate the interdisciplinary scope of our 
interests. Now, ) always, any application 
of scientific scciai knowledge to an under- 
standing of the nature of health and disease, 
to etiology or epidemiology, to problems of 


institution, to the practice of medicine, or 
to the understanding and control of deviant 
behavior in its clinical aspects will be grist 
for our mill. Our objective is to distinguish 
not only the good from the bad in research 
and theory, but to seek understanding from 
the best, so that we may come sure-footedly 


communication in any medical setting or to our job, and “not as a stranger.” 


or 
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HEALTH AND ILLNESS 


Victor J. Freeman, M.D. 


The need of social knowledge in the field of 
medicine may be seen in the human aspects 
of health and illness, which can be under- 
stood only as we understand the nature of 
man-environment relationships. For this rea- 
son, the present concern is with the nature of 
these relationships as they influence health, 
illness, and medicine; and the consideration 
of these pelations ships may include (1) an 
outline of some key concepts, (2) an analysis 
of health and illness in the man-environment 
frame of reference; and (8) a note on a 
rational approach to health and illness which 
involves the basic principles of psychody- 
namics. 


KEY CONCEPTS 


Human Aspects of “Health” 


It is rather fashionable today in public 
health circles to talk of promoting “health.” 
However, since an adequate definition of 
“health” is hard to come by, a more realistic 
approach would be to emphasize that about 
which we already know a great deal—name- 
ly how to prevent disease. 

It might be sobering to our Utopian en- 
thusiasm if we reflect on a current shift of 
emphasis in the field of nutrition. The com- 
mercial pressure to consume relatively large 
quantities of whole milk, butter and eggs in 
the name of robust health, has become what 
might be labelled a “cultural value” in our 


American life. But now current_researchers. 


University of Pittsburgh 


around the country, ‘and even the daily press, 
suggest that if we wish to avoid a fatal coro- 
nary illness, we must go to the extreme of 
avoiding most of the dairy delights which 

ave been fostered by the milk, butter and 
egg industry.! 

A moral to be gained from this example 
involves a principle that ought to be basic to 
any aspect of health education. Instead of 
attempting to promote such intangibles as 
“health” or “mental health,” we would be 
better off helping people deal more rationally 
and responsibly with the facts we already 
know about illness. We can advise people as 
to the consequences of certain kinds of ex- 
cesses or deficiencies in behavior, but it is 
probably unwise for us to attempt “health 
promotion” by placing the value judgmént 
“healthy” on any particular behavioral pat-— 
tern. For example, it might be well for health 
educators to advise people that they can 
avoid certain forms of malnutrition by the 
consumption of dairy products, but that ex- 
cessive use of the latter may contribute to 
such problems as obesity and atherosclerosis. 
They should not go so far as to proclaim that 
dairy products are always healthy for every- 
one. 


Human Aspects of “illness” 


“TlIness” is easy to determine in the ex- 


1. Robert E. Olson, “Preven 
Chronic Disease: Cardiov Disease— With 
Particular Attention to Athervsclerosis,” American 
Journal of Public Health, 49 (1959), 1120-1128. 


tion and Control of 








BEYOND THE GERM THEORY < 9 


tremes of disease. But when a person is in an 

-ambulatory, occupationally-productive state, 
the problem of defining “illness” may be very 
difficult. This is particularly the situation in 
the non-infectious group of diseases. In this 
non-microbiologic area, we tend to include 
chronic diseases such as coronary heart dis- 
‘ease, peptic ulcer, schizophrenia, rheumatoid 
arthritis, and a host of others. 

In his book, Beyond the Germ Theory, Iago 
Galdston underscores disease causation by 
dividing the sources of morbidity into three 
groups. From his point of view, 


The germ theory of disease which 
highlights the morbid effects produced by 
external noxious agents, germs, toxins, and 
the like, has long absorbed most of the 
thought and concern of clinicians and public 
health workers. However, to be fully effec- 
tive, public health, as well as clinical medi- 
cine, must be concerned not only with the 
exogenous noxious agents, but also, and even 
more, with the deprivational and stress 
sources of morbidity.? 

But we do not have to go “beyond the germ 
theory” in order to deal with “the depriva- 
tional and stress sources of morbidity.” The 
man-environment frame of reference utilized 
in epidemiology to deal with the “germ” 
theory is a highly useful working hypothesis 
for dealing with the non-infectious, as well 
as the infectious diseases. 


Man-Environment Relationships 


Man lives in a highly complicated environ- 
ment. And it gets more complicated as he 
gets more ingenious. For purposes of aca- 
demic convenience, we -divide the environ- 
ment into physical, biologic and social areas. 
In the area of the physical we contend daily 
with the “elements.”’ Light and dark, humid- 
ity and temperature, and various aspects of 
atmospheric pressure and content are physi- 
cal factors of environment with which we are 
in constant interaction. 

In the biologic area, microorganisms loom 
large as environmental factors with which 
man has to contend. As Galdston has empha- 
sized, this aspect has received its due atten- 
tion. However, this is only in respect to “‘ill- 
hess.” There is much to be said about micro- 


2. Iago Galdston, Beyond the Germ Theory (New 


Vawl-s Wy BAneat a% +I OxAY 
fork: Health Education Council, 1954). 


organisms in regard to man’s “health.” The 
other major areas of consideration in the 
biologic environment are the sources of food 
and clothing, namely the plant and animal 
kingdoms. 

In the third area of our environment, the 
social, we include those factors embraced by 
the terms “society” and “culture.” Just as 
we interact with the “elements,” with plants, 
animals and microorganisms, so do we find 
ourselves in constant interaction with the 
culture around us. We are exposed to this 
aspect of our environment via many avenues 
of communication, such as song and story, 
literature, the arts, community custom, press, 
radio and now T.V. Our interaction with our 
culture and its effects on our state of 
“health” or “illness” is just.beginning to be 
appreciated. In addition to the broader 
aspects of cultural influence, we find that we 
are in constant interaction with that part of 
our social environment known as “people.” 
It is this segment of our total man-environ- 
ment relationship which comprises the most 
significant part of our emotional life. Just as 
the biologic environmental area provides the 
major source for physiologic growth and 
development, so the social segment of our 
environment is our major source for psycho- 
logic growth and development. 


STRESS AND STRAIN IN MAN-ENVIRONMENT 
RELATIONSHIPS AS RELATED TO “HEALTH” 
AND “ILLNESS” 


It is now appropriate to analyze the factors 
in the man-environment relationship which 
affect “health” and “illness” and to consider 
the way in which these factors interact. 


“Tilness” and Man-Environment 
Relationships 


It should be apparent from this discussior 
of the physical, biologic and social phases,. 
that all aspects of environment are ever with. 
us as constant sources of stimulation for our: 
individual psychophysiologic energy systems. 
Absolutely or relatively, we find that environ-- 
ment has its “constructive,” as well as “de- 
structive” effects on us, and that in the 
“destructive” p phase, phenomena of depriva- 


+5 


tion, excess, “virulence” and idiosyncrasy, or: 
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deviance, all may represent “stress” on a 
particular individual or group under specific 
conditions. 

The term “stress” is rapidly gaining new 
connotations, with the result that there is 
semantic confusion. However, when em- 
ployed in its more traditional engineering 
‘stress-strain’ - context, it is a useful concept. 
Used thus, stress “is any force that would in- 
jure the body if the latter did not bring ap- 
propriate counterforce to bear.’*® Strain “is 
the result of ‘stress’ and manifests itself in 
the form of (tissue) injury, or compensating 
body mechanisms.”4 Thus we see that the 
consequence of environmental “stress” is 
body response, or a series of responses, which 
result in a spectrum of psychophysiologic re- 
actions varying from the maintenance of 


3. H. Belding, Lecture Notes, Course PH 203, 
Graduate School of Public Health, University of 
Pittsburgh, 1958. 

4. Ibid. 


equilibrium to states of disequilibrium, with 
establishment of altered conditions of equi- 
libria, which latter we call “disease” or “ill- 
ness.” 


A Preliminary Paradigm te 


To illustrate this frame of reference, Fig- 
ure 1, though it suffers from the usual dis- 
rail antages of oversimplification and arbi- 

rary classification, nevertheless should sug- 
gest a logical man-environment approach to 
human disease. In this chart, the environ- 
mental sources of human “stress” are asso- 
ciated with the consequent “strains.” ‘Thus, 
for example, the stress of “drought,” or the 
lack of water in the physical environment 
may lead to the human strain of pathologic 
thirst, with death as a possible consequence. 
There are other ways in which the stress 
“drought” may alter man’s equilibrium. For 
example, drought can lead to crop and live- 
stock destruction, and thereby indirectly re- 


Figure 1 
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Oxygen depri- Asphyxiation 


Vitamin 
deficiency 


Food de- 
vation ficiency 


“Sensory” 
deprivation 


Beri beri, 


Marooned and 
scurvy 


solitary con- 
finement syn- 
dromes 


Inanition, 
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Starvation 


deprivatio depression, 
peptic ulcer? 
tuberculosis? 
Suicide? 
Anomie? 
Crime? 
Delinquency? 


Loss of role 
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Cultural 
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Excess Excessive cold Freezing 
Excessive snow 


shoveling 


Coronary 


Atmospheric . Cancer, con- 
polution, radio- genital deform- 
activity ity? 


Vitamin and Poisonings, 
drug excess addictions 


heart disease? Food excess Obesity, 


Excessive Neuroses ? 
interpersonal rheumatoid 
conflict arthritis? 
tuberculosis? 
psychoses? 
“accidents” ? 
coronary heart 
disease? 
* alcoholism? 


athero- 
sclerosis 





Turbulent and Inorganic Various kinds 
virulent change turbulence: -of shocks 
floods, tornadoes, traumas 
earthquakes, vol- 
canoes, etc. 


Virulent 
microbes, 
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Smallpox, Turbulent Wars, 
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tuberculosis change ers, e.g 

typhoid Hitler, Napoleon 
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norms and ; . 
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sult in the additional stress of food deficiency 
with its consequent strain of starvation. 
Obviously, the boxes in this chart are not 
intended to be finite boundaries, but rather 
i be foci which may enable us to obtain an 
overall, ecologic perspective. The examples 
giv eri are for the purposes of illustration, and 
sare in no way intended to be inclusive. 

' In many instances, it will be noted that 
specific diseases seem to be the result of 
several types of “strain,” which latter are 
the consequence of “stresses” of different 
environmental origins..For example, coro- 
nary heart disease is listed as being asso- 
ciated with the stresses of ‘excessive cold” 
or snow shoveling, and “excessive interper- 


‘sonal conflicts.” If we can presume for the 


moment that this is a reasonable assumption, 
it is then obvious that a series of stresses and 


strains are involved in a sequential associa- 


tion. The excessive consumption of animal 
fats tends in some of the population to result 
in an unduly high level of serum cholesterol 
and B-lipoproteins, which in turn presum- 
ably results in the pathologic state known as 
“atherosclerosis.” Then if the coronary ar- 
teries are involved in this process of “athero- 
sclerosis,” and the heart is exposed to exces- 
sive stress as it may be, either from the 
physical effort of shoveling snow, or the 

emotional effort of controlling one’s impulses 
as a result of stimulation from excessive in- 
terpersonal conflicts, the resultant strain 
well may be the pathologic “illness” known 
as “coronary heart disease.” 

The principal value of this particular 
frame of reference is the opportunity it pro- 
vides to examine, at one time, a number of 
the multiple factors that may be associated 
with a particular disease entity, and thereby 
more readily to plan a program of control 
and prevention. Thus this reference frame is 


fa potential epidemiologic tool. The frame of 


reference also permits common epidemiologic 
principles to be applied more readily to al- 
most all disease categories. 


“Health” and Man-Environment 
Relationships 


For the most part in this discus 


lt with 


regara to * 


"7. al 
ve given Geil 


THE GERM THEORY Nn 


that one manifestation could be a “compen- 
sating body mechanism.” It is necessary to 
recognize that such “compensating body 
mechanisms” need not necessarily be asso- 
ciated with disease, and in fact may result in 
a more stable state of “health.” Employing 
the n “strain” in this “constructive” con- 
noi . may be jarring to one’s semantic 
composure; but its use in this way can lead 
to a better appreciation of “normal” be- 
havior, whether in the “medically healthy” 
or “medically unhealthy.”®> An example in 
the non-psychologic realm is the mechanism 
of antibody formation following exposure to 
microbial stress. Antibodies are “‘compensat- 
ing mechanisms’”’ which the body produces in 
response to the stress of invasion by bacteria 
and other microorganisms. It.is because of 
our success in public health in artificially 
promoting such types of “strain,” that we 
have enabled our population to withstand the 
dread scourges of the past and participate in 
prolongation of life. 

Another example from the field of micro- 
biology is the tuberculin test. A “positive” 
reaction may have opposite interpretations. 
At one time it may be indicative of a state of 
progressive disease. At another it may be the 
sign of a state of “healthy” resistance. But 
in both instances, it is a “strain” resulting 
from “stress.” 

Similar phenomena occur in the area of 
interpersonal behavior. “Defense mecha- 
nisms” may be signs of “healthy” adjustment 
or they may be the first indications of pro- 
gressive mental disease. In the sense that the 
tuberculin response is evidence of an interac- 
tion, but not necessarily a “disease” state, we 
need to recognize that with behavioral ‘“‘com- 
pensating mechanisms,” a man-environment 
interaction is occurring which may be 
“healthy” or “unhealthy,” depending on 
other factors. 

Behavioral mechanisms of adaptation 
which go to make up our personality patterns 
—‘‘defense mechanisms” such as “displace- 
ment” and “reaction formation”—are as uni- 
versal as finger prints. We all have them, 
even though each pattern m may be uniquely 
different. ee our respiration, pulse, and 


5. “Medically” is used here in the sense of tissue 
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body temperature, these behavioral mecha- 
nisms serve an essential purpose. -However, 
also like our physiologic apparatus, our psy- 
chologic system can get involved in marked 
variations, which in the extreme may involve 
“disease.” But just as increased respiration 
and the fast pulse that follow ‘a run upstairs 

re signs of “health,” rather than “sickness,” 
so it is that the increased use of specific be- 
havioral mechanisms also may be a sign of 
“health.” In the benavioral field we should 
think not only of “the psychopathology of 
everyday life,” but also of the “psychophysi- 
ology” in everyday living. 


Constructive Effects of our Environment 


It is trite to observe that we are part of our 
environment. However, it is worthy of em- 
phasis to note that in order to grow, develop, 
reproduce and mature, not only as individ- 
uals, but also as families, social groups, and 
nations, we must continuously assimilate 
parts of our environment. In this respect, 
our environment is a constant source of sup- 
plies essential to our survival and general 
health and welfare. Without such environ- 
mental supplies, we could not maintain an 
adequate. state of equilibrium in order to 
withstand the daily stresses of living, let 
alone the more severe types of stress which 
occur during crisis. To the extent that our 
environment enables us to maintain ouch 
states of equilibria, it is “health promoting.” 
It is obvious that the provision of such essen- 
tials as water, food and vitamins is critical 
to anybody’s state of “health.” Less obvious 
in the list of “healthful” environmental ele- 
ments are the non-pathogenic microbes. As 
any farmer knows, either intuitively or intel- 
lectually, the bacteria of the soil are essential 
to the adequate growth and dereloprient of 
his crops. 

Least obvious as watvisemidaniig require- 
ments important to living, are the social fac- 
tors. Social scientists remind us that our cul- 
ture is what distinguishes us from other ani- 
mals. And this environmental element must 
be in constant supply if man is go ng to con- 
tinue his development along the puch of civil- 
ization. In addition to the culture which sets 
our pattern for living, we must have ae 
who relate to us in specific ways, avsilab! 
to us throughout life in order that = may | 





effectively motivated in our life work. We 
are only just beginning to recognize the im- 
portance of such “human supplies” in the 
daily task of maintaining that “satisfactory” 
state of equilibrium which we call “health.” 

As indicated in discussing the example on 
nutrition, so in the behavioral area of man- 
envirc’ ~ent relations, we should not attempt 
to “prormote health” by asserting our value 
“,dgments through dogmatic statements of 
what we believe to be desirable kinds of be- 
havioral man-environment relationships. 
Rather, we would be on sounder ground if 
we spent our efforts enlightening people as 
to the dangers of behavioral extremes, at the 
same time as we emphasize that there is 
plenty of latitude in between. Whether we 
whip our child or deprive him of candy as a 
means of discipline is not critical; nor is the 
method by which we reward him. What is 
important is that we not err in the direction 
of excessive punishment beyond realistic 
limits on the one hand, or unrealistic permis- 
siveness on the other. Also, we need to be 
reasonably consistent in all situations involv- 
ing reward and punishment. 


Rational Approach to “Health and Illness’ 


The problem of introducing a greater 
measure of rationality in man’s behavior 
toward “health and illness” involves the ap- 
plication of basic principles of psychodynam- 
ics. However, the scientific approach to 
“human relations” is not always acceptable. 
An example of such resistance recently Ap- 
peared in the popular press when a Harvard 
Professor of Business protested that we have 
been fed too much “human relations.’’é 
Equally undesirable is excessive enthusiasm 
for academic self-knowledge. This is exempli- 
fied by a national biostatistician’s plea that 
we teach people to “know themselves and 
thus become better balanced and able to meet 
their daily problems more adequately.”7 We 
must neither decry nor overemphasize the 
potential value of applying present day 
knowledge in the field of psychodynamics to 


6. M. P. McNair, “Too Much Human Relations,” 
Look, 22 (1958), October 28. 


7. H. L. Dunn, “High Level Wellness for Man 
and Society, ” American Journal of Public Health, 
49 (1959), 286-292. 
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all areas of “health and illness.” Present 
knowledge in the ‘psychosocial field is suf- 
ficiently well-developed to aid in reducing 
much human suffering and misery. With the 
beginning. of the development of a more 
scientific approach in consultation,® perhaps 
the realization of the effective application of 
this knowledge is not tco far distant. 

Utilizing the “ecologic -eny rironment 
frame of reference Wouid appear to be help- 
ful in considering specific disease entities 
and in attaining an overall view of “health- 
illness.”” Seen from this perspective, we can 
approach most disease threats via a two- 
pronged attack: the environmental and the 
individual approach. 


Environmental Approach 
As we make the environmental approach, 
8. Gerald Caplan, Concepts of Mental Health and 
Consultation (Washington: U. S. Department of 


Health, Education, and Welfare, Children’s Bureau, 
1959), pp. 181-211. 


ILLNESS AND THE PSYCHO 
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LIFE SITUATIONS AS SE 
Abraham J. Simon, Ph.D. 


Two movements in medicine are of rela- 
tively recent origin; but there are indications 
that they constitute a deep and major flow. 
The first is the rise of comprehensive medi- 
cine. The second is a progressive validation 
of the stress theory of disease.? Both these 


1. H. G. Reader, “Comprehensive Medical Care,” 
Journal of Medical Education, 28 (19538), 34-40; 
H. H. Garner and A. J. Simon, “Introduction to the 
Concept of Comprehensive Medicine,” Chicago Medi- 
cal School Quarterly, 20 (1959), 128-134; William 
Caudill, “Applied Anthropology in Medicine,” in 
A. L. Kroeber (Editor), Anthropology Today (Chi- 
cago: University of Chicago Press, 1953), pp. 771- 
806. | 


2. Hans Selye, The Stress. of Life (New York: 
McGraw-Hill Book Company, 1956); L. E. Hinkle 
and Harold G. Wolff, “Nature of Man’s Adapt 
+n TYS- a Raled ~ 
to His Total Envir onment and ‘the Relation 

Til ” American Medical Associai: 


edicine, 99 (1957) 








we may reduce, alter, or otherwise control 
the agents of “stress” directly, or control 
them indirectly through their avenues of 
movement. Such measures have been highly 
successful in the physical and biologic areas 
of environment. They have yet to be effec- 
tively implemented in the social areas. 


Individual Approach 


In the ungpenen to the individual, we may 
increase his ability to handle “stress” by pro- 
viding adequate environmental supplies; and 
also by helping him to establish “healthy” 
types of “strain;” eg., the “conditional” 
learning of “healthy” behavioral responses, 
such as antibody production in immunization, 
or the reflex caution exercised in crossing 
traffic, or swimming in deép water. Teach- 
ing people how to handle the “stresses” of 
interpersonal conflict is a skill we have 
hardly begun to develop. 


Are we really “beyond the germ theory?” 


DYNAMICS OF STRESSFUL 
EN IN A CHILDREN’S CLINIC 


Chicago Medical School 


movements increase the demand for the ap- 
plication of social knowledge to the practice 
of medicine. 


Comprehensive Medicine 


Comprehensive medicine, as the first, is a 
conception of medical practice which seems 
increasingly able to compete successfully 
with the current high regard for specialized 
medicine in patient care. In comprehensive 
medicine, the physician relates symptoms of 
sensation, feeling, and action to influences 
stemming from any combination of physio- 
logical and psychosocial problems. He incor- 
porates psychosocial and biochemical data in 
formulating the differential diagnosis and™ 
arriving at the specific diagnosis from which 
therapeutic interventions will be planned. In 
carrying out this process, he soon finds him-' 
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self enlisting the collaboration of other help- 
ing proféssions and social agencies in areas 
of social activity, attitude counseling, and 
educational and vocational rehabilitation or 
adjustment. 


The Stress Theory of Disease 


In the development of the stress theory of 
disease as the second trend, we may observe 
in medical thinking an ever-increasing readi- 
ness to perceive aches and pains, functional 
inefficiencies, and breakdowns as possible 
over- or under-reactions of the body to con- 
tinuously manifest stressful, threatening, or 
depriving life situations, or to seemingly be- 
nign life situations which, in the idiosyn- 
cratic, symbolic thinking of the patient, are 
experienced latently as dangerous or stress- 
ful. Such illnesses are ‘gradually being identi- 
fied and diagnosed in a more positive way 
as “psycho-physiological stress reactions.” 


There is evidence for the existence of “‘psy- 
cho-physiological stress reactions” in cases of 
rheumatoid arthritis, obesity, ulceration in 
any section of the gastro-intestinal system, 
skin disease, constipation, diarrhea, epilepsy, 
and diabetes mellitus. There is no reason why 


any other disease in our Pandora’s box of 
human afflictions cannot be similarly inves- 
tigated through research. 

The model design of research involves the 
investigation of the life situation of the pa- 
tient in its objective and subjective details; 
the hypothetical formulation of a character- 
istic situational stress pattern, the empirical 
demonstration of a statistically significant 
association between the stress and the ill- 
ness, and the further demonstration of a 
‘statistically significant association between 
the absence of the stress and the absence of 
the illness in a control group. As social sci- 
‘entists and physiologists work cooperatively 
in research programs designed to study the 
current life situation of patients afflicted 
with specific illnesses, of attitudinal and be- 
havioral details, and of the subjective, sym- 
bolic, and uniquely personal meanings of 
these details to the patients, they discover 
linkages between specific life situations and 
specific types and cases of illness—linkages 
that exist at the onset and develop step by 
step throuch the case history of many pa- 


tients who are afflicted with these illnesses.® 

To the extent that the social scientist in 
collaboration with the physiologist demon- 
strates and clarifies the relationship of such 
specific illnesses to specific stress patterns, 
physicians may be expected to take this re- 
lationship into account in therapeutic pro- 
cesses. For example, the writer spends two 
afternoons a week in a pediatric clinic. In 
clinical situations, we have developed a body 
of case data which indicate how stressful 
life situations hurry children to the pedia- 
trician with complaints of enuresis, diarrhea, 
vomiting, convulsions, asthma, headaches, 
anorexia, and muscle and tissue pains, along 
with a host. of minor complaints.t The 
stresses which produce these strains may be 
in the nature of disruptions of family life, 
new pregnancies, births and deaths, separa- 
tions, changes in neighborhood or school, 
promotions or failures, or any of a host of 
incidents which children see as a threat to 
their security. 


CLINICAL RECOGNITION OF STRESS IN 
CHILDREN 


In our clinic, almost as a matter of rou- 
tine, when the physical examination and 
laboratory findings fail to be congruent with 
the type or severity of the complaint, the 
social scientist is asked to investigate, and 
attempt to discover, the factors of stress in 
the life situation of the child. Recently, for 
example, a ten year old boy with a seven- 
year history of bronchial asthma, came into 
our clinic. The current attack developed 
when the parents separated. The separation 
pleased the boy because of his bad relation- 
ship with his father; but because his mother 
has to go out to work, it has deprived him 
of most of his mother’s companionship. 

When he was three years old, a crisis 
preceded the onset of his asthma. His moth- 

3. Leo W. Simmons and Harold G. Wolff, Social 


Science and Medicine, (New York: Russell Sage 
Foundation, 1954). 


4, Charles Myran and A. J. Simon, “Orienting 
Medical Students in the Holistic Approach Through 
Teaching: Pediatrics and Child Psychiatry,” Amer- 
ican Journal of Orthopsychiatry, 29 (1959), pp. 364- 
376. : , 
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er had an illness which required prolonged 
hospitalization. He had been deeply attached 
to her and dependent upon her. In her ab- 
sence, he cried almost incessantly for her, 
but was shamed out of crying by the severe 
aunt with whom he went to live. She proudly 
broke him of crying in a few days; but she 
had to take him to pediatricians for treat- 
ment of the bronchial asthma with which 
his respiratory system continued to bewail 
his mother’s absence. The new experience of 
separation from the companionship of his 
mother has called for more visits to the clin- 
ic; and the clinic can be helpful only as its 
staff has the sociopsychological knowledge 
that will enable it to recommend recondi- 
tioning experiences, through which the boy 
may be led to make a more mature adjust- 
ment and experience less anxiety because of 
the absence of his mother. 


Clinical Research Involving Cerebral 
Pathology and Stress 


About a year ago, a group of us started 
to gather some empirical data on an investi- 
gation comparing cerebral pathology, as in- 
dicated by abnormal electro-encephalograph- 
ic recordings and characteristic life situa- 
tional focal stresses.» We wanted to know 
whether EEG recordings are associated 
with mental content heavily laden with an- 
xiety. 

In this group there are now more than 
fifty children who manifest the conventional 
combination which is clinically diagnosed 
as epilepsy: typical electroencephalographic 
records, unconsciousness, and involuntary 
motor activity. The latter two symptoms are 
really items of deviant behavior, the EEG 
records being the only evidence of abnormal 
physiology. Some cerebral pathology may be 
inferred in many cases from such items in 
the history as febrile infections, difficult 
births, prenatal illness of the mother, or 
head injuries. Whether the evidence is suf- 
ficient to support the inference we cannot 
say. By and large the epilepsy is idiopathic. 

We identified, however, in the upbringing 
of the children a uniform type of abnormal 
socialization. The children have been condi- 
ioned lay a pronounced passive and de- 
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pendent role. They cling, suck, whine, and 
are slothfully infantile. Any motor activity, 
however, -by which aggression or hostility 
could be expressed has been invariably pro- 
hibited. Goodness and approval were 
achieved by eliminating or diminishing ag- 
gressiveness. In due time a focal life situa- 
tion confronts them which prompts power- 
fully to a violently hostile outburst. Their 
aggression and rage come up against the 
immovable wall of their passivity. The data 
suggesi the hypothesis that the cerebral ex- 
citement so induced precipitates a convul- 
sion. 

A much smaller number of cases on a 
ratio of 1:9 in our sample of 50 evidences 
a reversal of the pattern. Aggressivity is 
highly developed, passivity-is discouraged, 
and the situational stress motivates a power- 
ful trend towards passivity. The confronta- 
tion of over-excitation with over-inhibition 
seems the specific stressor of this illness. 


A current case is that of a spoiled, infan- 
tile girl, who enjoyed the role of the baby 
in the family for eight years; then the next 
sibling was born, and the dethroned eight 
year old girl had her first seizure. It oc- | 
curred while she was watching an education- 
al movie at school of a helicopter delivering 
thousands of baby chicks to a farm. 

There are many instances of events which 
precipitate crises. We have been able to iden- 
tify focal life stress situations in every case 
in our series, although not for every convul- 
sion. 


j 


Difference in Stress for Identical Twins 


The most interesting item relates to ‘a 
pair of identical twins with a built-in con- 
trol (researchwise), inasmuch as only one 
of them was convulsing. They were quite 
different in personality, the non-convulsant 
one being more mature and spontaneously 
labile in his expressiveness and adjustment: 
The convulsant one had developed severe 
personality problems of the type we de- 
scribed. Only after the non-convulsant twin 
was examined and found to have the same 
EEG record did the mother remember a few 
febrile convulsions in his infancy. It woul 
seem that identical cerebra! pathology in.the 
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cesses led to the illness in one and not the 
other. This case is interesting and unusual 
enough to present in detail. 


The boy was referred to the study by his 
pediatrician after the second episode seemed 
to indicate that chemotherapy was not con- 
trolling the convulsive disorder. yd . turned 
out to be one of twins, born first, perceived 
as the older son und named after the @ fat! her. 
The : nd child was sickly and underweight 
So that the mother devoted herself more as- 
siduously to his care. She recognized this 
discriminatory attitude which persisted for 
many years. The younger, weaker child stim- 
ulated much loving care and tenderness 
which she believed the older did not need. 


When the children were six months old, 
the father developed Hodgkins disease, be- 
came progressively enfeebled, was repeated- 
ly nespitalized, and passed away when they 
were past 2. During this time, the children 
were cared for by the maternal grandmother 
who spoiled them greatly. They were still 
bottle fed and no toilet training was insti- 
tuted. By this time, the younger had become 
a “good, well-adjusted” child, and the older 
one was the “bad boy, the problem.” He did 
not seem to want love or tenderness. The 
mother would feel guilty to see him watching 
her in tender play with his brother. She 
would invite him to join and he would draw 
back. She would try to embrace him. He 
would rebuff her advances. He appeared al- 
lergic to affection. He seemed to amuse him- 
self with rhythmic body movements, rocking 
himself for long periods of time in his crib, 
using a small rocking chair and playing in- 
cessantly with fuzzy toys, while his younger 
brother involved himself with the women in 
the house. By contrast he was closer to the 
father and enjoyed playing in his room, even 
when the father was bedridden. 


At the father’s death, the mother reas- 
sumed care of her children, rather disgusted 
at her mother’s indulgence of them. She 
started to wean and toilet train them. This 
came easily for the younger, but was a 
struggle with the older. He reacted with 
stubborn resistance, and developed thumb 
sucking and enuresis. His temperament was 
generally an inhibited goodness, with violent 
temper outbursts, which were punished se- 
verely, and for which he was contrite. He 
tried hard to be “good” but was spectacular- 
ly unsuccessful. He was a poor sport with 
other children, always had to be first, and 
frequent.y cheated to win. The mother found 
herself f con stantly nagging, supervising, and 

‘him in 1 contra st to the easier inter- 
he other child. He reacted with 
nimunicative pouting and. reluc- 


When the children were five, she remar- 
ried. Our boy retained memories of his fath- 
er, and was reluctant to accept the step- 
father; but no problems developed in this 
area. Four months before the first convul- 
sion, a baby girl was born. While the young- 
er took this in stride, the older developed a 
severe reaction formation to the infant, was 
much preoccupied with her proper care, get- 
ting up at night to make certain she was 
covered, giving her a bottle, and being moth- 
er’s helper by folding dry diapers and hand- 
ing things to mother as she cared for the 
baby. 


To talk with the boys was to see theie 
characteristic attitudes about goodness and 
badness were quite different. The younger 
Was expressively free and easy, as he talked 
about his interests and activities, what he 
liked and disliked, acts for which he was 
punished or approved, and about how the 
new baby irritated him or gave him pleasure. 
Our boy, however, was restrained and in- 
hibited, denied that he ever got mad or dis- 
liked things, professed great love and affec- 
tion for his mother and baby sister. When 
asked to explain his outbursts or the fre- 
quent pun 1ishment and reproach he received 
from his mother, he simply hung his head 
and finally whispered, “T don’t know. I get 
bad sometimes. I don’t know why. I just get 
bad. It’s a sin. But I try to be good.” 


The two convulsions which preceded his 
first trip to the clinic were perceived by 
observers and by the child in different ways. 


In the first instance, the child came run- 
ning into the house to hide as part of a 
game with playmates. He stopped in the 
kitchen for a drink. Noticing his flushed 
face, the mother discovered that his temper- 
ature stood at 103 degrees. Ordered to bed, 
he went quietly enough, but obviously sullen 
and resistive. She could hear his rocking and 
thumping the bed instead of resting quietly. 
She threatened to come up and give him 
something to remember. It failed to stop. 
She came bounding up the steps to his bed- 
room to find him in the midst of a grand 
mal seizure. 


The child’s perception was that he was 
playing and was sent to bed for illness. He 
did not feel sick but he had to take his 
mother’s word for it. He was enjoying his 
bed-rocking game, remembered his mother’s 
warning to stop, with which he had no in- 
tention of complying until forced to by her 
presence, and then remembered nothing un- 
til he awoke to be told he had had a fit. 


In the second instance, he had been play- 
ing tag, and he was happy t that he had not 
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been “it” all afternoon. Suddenly he found 
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himself “it.” He got mad and was going to 
break up the game rather than be “it.” He 
awoke on the ground to be told he had a fit. 
“What would have happened had you broken 
up the game?” “My brother would tell my 
mother and then I would get it from her, for 
being a bad sport.” 


A Socializing Experiment with Epileptic 
Children 


We are now experimentally treating a 
group of epileptic children by alterations in 
their socialization, habit training, and be- 
havioral conditioning. A larger project is 
being formulated with a control group to test 
empirically this hypothesis of causation and 
treatment. If validated, what physician 
would not be interested in learning how to 
control epilepsy, not only by anti-convulsant 
chemicals but also by altering patterns of 
aggressivity and passivity, by undoing train- 
ing which heavily sanctions passivity and 
taboos aggressivity. A positive EEG record 
can then be perceived as prodromal to the 
appearance of epilepsy when the necessary 
combination of characteristic attitude, feel- 
ing, behavior, and focal precipitating inci- 
dent in a stressful life situation takes shape. 
It would appear that the stalemate of passiv- 
ity and aggressivity in a crucial situation 
precipitates convulsions with a given cere- 
bral impairment. 

There are a number of other clinical set- 
tings which offer a gold mine of interesting 


prospects for further investigations and 
teaching opportunities of this type. Surgery 
and obstetrics are especially fruitful fields 
for this kind of participation by the social 
scientist. The opportunity is limited only by 
the availability of funds, people, and time. _ 


CONCLUSION 


In conclusion, we see a significant poten- 
tial contribution of social scientists to medi- 
cal care and education as adjunctive practi- 
tioners in comprehensive medicine, and as 
researchers who are interested in establish- 
ing significant linkages between illness and 
the stress emanating from the patient’s psy- 
chosocial field. Once we estahlish the specific 
ways by which stress and deprivations in 
the patient’s life situations are linked with 
patterns of illness, and once we succeed in 
devising alterations in life situations which 
may arrest or reverse the illness, social sci- 
entists will become significant people in de- 
veloping new directions for treatment and 
education. 


And when we have developed a body of 
theory and treatment practice too large to 
be contained within present departmental 
structures in medical schools, then it will be 
time enough to raise the question of full de- 
partmental status for the social sciences in 
education for medicine. 


SOCIOCULTURAL FACTORS IN 
RESPONSES TO STRESSFUL LIFE SITUATIONS: 
THE BEHAVIOR OF AGED AMPUTEES AS AN EXAMPLE 


Victor D. Sanua, Ph.D. 


The purpose of this study is to analyze a 
research experience, based on the behavior 
of aged amputees undergoing rehabilitation, 
as an example of the force of sociocultural 
factors in determining the responses of per- 
sons to stressful life situations. At the outset, 
however, it seems imvortant to outline-some 
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social trends that have helped to motivate the 
study. 
MOTIVATION OF THE STUDY 


The three sets of events that have helped 
to motivace the researcher in the present 
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study are: (1) the great increase in the pro- 
portion of the aged in the population of the 
United States, and the great incidence of 
crippling among the aged; (2) the large 
number of persons among the aged who, as 
immigrants or the children of immigrants, 
have maintained folkways that vary by 
ethnic groups; and (3) the growing aware- 
ness that variations in the sociccultura} pat- 
terns of various ethnic groups lead to varia- 
tions in the response of ethnic group mem- 
bers to stressful life situations in which the 
aged often find themselves. 


Growth of the Aged Population 


The proportion of aged persons in, the 
population is increasing rapidly. It is esti- 
mated that there are now approximately 
15,000,000 persons who are 65 years of age 
or older in the United States. While this fig- 
ure comprises 8.5 per cent of the population, 
older persons suffer more than 21 per cent 
of the chronic illness.1 The rehabilitation of 
older people has often been regarded pessi- 
mistically, because the time required for 
services which would enable them to function 
adequately is extensive. However, the pro- 
gress in medicine and rehabilitation of the 
aged should relieve this pessimism. Many 
chronic patients who, two decades ago, would 
have gone through the rest of their lives as 
bed-ridden cripples, have a chance today to 
become fully or partially independent in self- 
care and, in certain cases, even self-support- 
ing. Thus they become less of a burden to the 
community and to their immediate families. 
This trend is both humanitarian and eco- 
nomical. The steady growth in the ranks of 
the aged makes this process of rehabilitation 
a still more pressing humanitarian and prac- 
tical problem in which sociocultural factors 
play a part. 


Ethnic Variations Resulting from 
Immigration 


Previous to the establishment of the immi- 
gration quota system in 1924, millions of im- 


1. John G. Steinle and Associates, Home Care 
and Housing Needs of the 
1958 report on a study Yor the New York Division 
of Housing, about whith communications may be 


addressed to 270 Broadway, New York 7). 


migrants with different cultural back- 
grounds came to the United States. Because 
of strong attachment to old-world values and 
attitudes, acculturation of the adult, and even 
of the younger newcomer, has been a some- 
what slow process. A substantial number of 
the older hospitalized patients, particularly 
in public facilities, are foreign-born. Old 
world attitudes are transmitted to the esti- 
mated 26 million second generation Ameri- 
cans who maintain, in varying degrees, the 
ethnic traditions and culture of their parents. 
It is true that America has often been called 
a “melting pot,” but the complete “melting” 
is taking a long time. The people of the 
United States and their professional leaders 
in all areas, including law, religion, and 
medicine, for example, have much to learn 
about variations in group subcultures, in 
their symbols, values, and behavior patterns. 
The scope of this study limits the analysis of 
the results of intercultural understanding, or 
the lack of it, to its effects in medical set- 
tings only. 


Growing Awareness of Sociocultural 
Factors in Illness 


At least until recently, the majority of 
physicians have had little training designed 
to make them aware of the sociocultural fac- 
tors in the etiology of illness, or of the be- 
havior of their patients during periods of 
treatment. As is true in the case of other 
professional men in the United States, most, 
physicians have grown up with middle-class 
values, which, in turn, have been influenced 
strongly by “Old-American” traditions. The 
emphasis in their training has been on han- 
dling the specific illness of the patient. This 
emphasis may have made the doctor very 
capable in a given field of specialization; but 
no matter how capable he is in handling a 


specific illness in the light of its organic 


manifestations, if he is not familiar with 
the social and cultural environments of his 
patients, he will be handicapped in the pro- 
cess of patient management. As Ruesch has 
said, 


In the United States, doctors are generally 
middle-class pversons who view the world 
with the distortions characteristic of middle- 

5... The doctor has a composite 
view which is made up of his life experiences 
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as an individual and of his collective exper- 
jences as a member of a certain social class, 
religion, ethnic group, geographical locality, 
age group, sex, and professional group. 
When the therapist meets his patient, who 
exhibits another set of values and tries to live 
up to the stereotype of “good patients,” the 
difficulty begins. 


The source of the difficulty, of course, is 
the difference between the behavior which 
the physician expects of his patient and the 
actual behavior of the patient as it is in- 
fluenced by his particular tradition. 


Areas of Growing Awareness 


Awareness of the significance of these 
differences in doctor-patient expectations 
has been manifested in two professional 
areas: (1)-the research and writing of social 
scientists; and (2) in changes taking place 
in the curriculum of medical schools. 


Awareness among Social Scientists. In 
1952, a complete issue of the Journal of So- 
cial Issues* was devoted to “Sociocultural 
Approaches to Medical Care.” In one of the 
articles, Lawrence K. Frank elaborated the 
thesis that success in medical treatment is 
related not only to the nature of the specific 
illness of the individual, but also to knowl- 
edge of the patient’s sociocultural back- 
ground. In his words, 


... Medicine will no longer be purely a 
biological science but a social science with a 
responsibility not only for the individual 
organism but for sociocultural health... In 
this way, the emotions and feelings, the often 
fixated patterns of conduct, viewed as essen- 
tial dimensions of a patient in his life space, 
are revealed as participating in the patient’s 
strivings for survival and protection of his 
integrity.* 


Another article in this special number of 
the Journal of Social Issues is devoted to an 
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2. Jurgen Ruesch, “Values and the I -ocess of 
Communication,” in Symposium on Preventive and 
Social Psychiatry (Washington: Walter Reed Army 
Institute of Research, 1957), pp. 27-42. 

3. Kenneth Herrold and Dorothy Lee (Editors), 
“Sociocultural Approaches to Medical Care,” Jour- 
nal of Social Issues, 8 (1952), No. 4, the entire is- 
sue. 

4. Lawrence K. Frank, “Psychocultural Approach- 
€s to Medical Care,” Journal of Social Issues, 8 
(1952), 45-54. 


empirical study conducted by Zborowski on 
chronic patients.® Zborowski analyzes the dif- 
ferent types of pain experienced by patients 
and different types of response to pain. Pain 
is (1) self-inflicted, as in the case of a mem- 
ber of a student or semi-military organiza- 
tion in Germany, who cuts his face with a 
razor to acquire a particular status; (2) 
other-inflicted, as in situations in which an 
individual sustains injuries following cultur- 
ally accepted activities, such as sports, fights, 
wars, or the pain which is inflicted by a doc- 
tor during the treatment of a patient; and 
(3) spontaneous pain, which is derived from 
changes in the structure or physiology of the 
organism. This includes, also, the pain of 
psychogenic nature, which is added to the 
organic pain sensation. 

Zborowski found that pain acceptance and 
other types of responses to pain are made in 
culturally defined situations and ways. He 
studied hospital patients in a V. A. hospital, 
who were suffering from neurological dis- 
eases, mainly herniated discs and spinal 
lesions. He interviewed three groups—Ital- 
ians, Jews, and “Old Americans.” His gen- 
eralizations are presented as tentative form- 
ulations on a descriptive level. He found that 
the focus of concern of the Italian patient is 
upon the immediate relief of the pain which 
he experiences, while the Jewish patient is 
more concerned with the effect that the pain 
may have upon his general condition and the 
effect it will have in his recovery. The Italian 
is present-oriented while the Jew is future- 
oriented. The Italian forgets his suffering 
after he receives an analgesic, while the Jew- 
ish patient often is reluctant to accept the 
drug because of its temporary effect. He 
realizes that the drug would not in any way 
help him toward complete recovery, since it 
is only palliative. 

Both the Italian and Jewish patients react 
strongly and freely to their pain. While sym- 
pathy is expected by both groups, it is sought 
for different reasons. The Italian provokes 
sympathy toward his suffering, while the 
Jewish patient provokes the sympathy for 


5. Mark Zborowski, “Cultural Components in Re- 
sponses to Pain,” Journal of Social Issues, 8 (1952), 
16-30;-reprinted in E. Gartly Jaco (Editor), Pa- 
tients, Physicians, and Illness (Glencoe, Mlinois: 
The Free Press, 1958), pp. 256-278. 
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the purpose of mobilizing the efforts of the 
family and the doctors toward complete cure. 

The “Old American” Protestant patient, 
on the other hand, feels that moaning or 
groaning does not help the condition. He 
tries to define his pain to the doctor in a 
detached way for the purpose of helping him 
reach a correct diagnosis 2nd treatment. 
While both the Jew and the “Old American” 
are future-oriented, there is pessimism or 
skepticism in the former and optimism in 
the latter, with a preference of hospital to 
home treatment. 

Recognition of the Problem in Schools of 
Medicine. As shown elsewhere in this first 
issue of the Journal of Health and Human 
Behavior, medical schools have become in- 
creasingly concerned with other than the 
physical aspects of illness within the last 
decade. Sociologists and anthropologists are 
now being added to the staff of medical and 
nursing schools to give the students some 
orientation in the interrelationships between 
social sciences and medicine. The Depart- 
ments of Social Relations at Harvard Univer- 
sity and at Yale University have been doing 
pioneering work in establishing a program 
for social scientists who plan to work in med- 
ical settings. Foundations, such as the Rus- 
sell Sage Foundation and the Health Infor- 
mation Foundation, are also taking a leading 
interest. 


SOCIOCULTURAL FACTORS IN THE RESPONSES 
OF AGED AMPUTEES UNDERGOING A 
PROCESS OF REHABILITATION 


The present study, conducted while the 
author was a Post-Doctoral Fellow of the 
Russell Sage Foundation, is an example of 
experiences with sociocultural factors in 
medical settings. The subjects were aged 
amputees undergoing a process of rehabilita- 
tion. As amputees, the members of the four 
ethnic groups studied could. be considered as 
living in stressful situations. Each had un- 
dergone an irrevocable catastrophe. 


SUBJECTS AND PROCEDURE 


from four groups 
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economic status undergoing active rehabilita- 
tion in six New York. City hospitals. The 
sample includes 18 Jews (12 foreign-born 
and 6 native-born, mostly of Polish-Russian 
origin), 10 White “Old Americans,” 10 
Negroes, and 7 of Irish extraction. All were 
sixty years of age and above, with an average 
age of 67. All these patients probably had 
been screened carefully as potential subjects 
for rehabilitation so that this hospitalized 
group, although advanced in age, was reason- 
ably alert and able to communicate with the 
interviewer. Their average education was 5.5 
grades. Most of the Irish and “Old Ameri- 
can’? patients were at one time in skilled or 
semi-skilled trades, but had sustained a 
downward mobility owing to long standing 
illness. The Negroes had the most unsteady 
work histories. Most of the Jewish patients 
had started as unskilled laborers and ended 
up buying small businesses such as candy 
stores; etc., or becoming skilled tradesmen, 
such as tailors, or shoemakers. However, at 
the time of the interview, they were all 
destitute. 

There were sharp differences in the mari- 
tal status of the patients. Two thirds of the 
Jewish patients were still living with their 
wives prior to their hospitalization and most 
of the others, if they were widowers, were 
living with their children. Compared to this 
relatively favorable home environment, “Old 
American” and Irish patients were wid- 
owers, separated, divorced or had never mar- 
ried. From a total of 17 cases, only one “Old 
American” could claim that he was living 
with his wife. The Negroes were interme- 
diate between these two extremes. Thus, the 
Jewish patients had more to look forward to 
after their discharge from the hospital. How- 
ever, this did not necessarily give them a 
more optimistic outlook on life. 


Twenty-five of the 45 subjects were board- 
ing in rooms, hotels, or apartments by them- 
selves, without any apparent companionship. 
To what extent this loneliness and the result- 
ing lack of self-care were contributory to the 
neglect and subsequent loss of limb would 
be difficult to evaluate. We could believe, 
however, that a patient with a family 
around, in case of an incipient infection, 
could be expected to be kept off his feet, or 
urged to seek medical treatment. Thus, the 
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dangers of developing gangrene would be 
minimized. 

Although a large percentage of the Jewish 
patients were living with their families, 94 
per cent of these patients had diabetes (as 
compared with 35 per cent of the non-Jewish 
patients) thus making this group susceptible 
to vascular complications. (It is well-known 
that diabetes mellitus is much more frequent 
among Jews. As far back as 1911, diabetes 
was known as the “Juden Krankheit”—the 
“Jewish disease.” )® 

The-interviews with the amputees were 
based on an open-ended questionnaire, made 
up of 30 sets of questions, starting with in- 
quiries about their health, and gradually pro- 
gressing to questions pertaining to attitudes 
toward somewhat controversial matters. 
Every attempt was made to create a leisurely 
and relaxed atmosphere, and to conduct the 
interviews at the convenience of the amputee 
to assure’ maximum cooperation. 


_ The patients were told that the interviews 
' were part of an inquiry into the medical his- 
tory of people who had lost their legs. The 
subjects were also told that the material 
would be kept confidential. By making it 
known that the interviewer was not on the 
hospital staff, it was hoped that distortions 
on the part of the patients could be mini- 
mized. 

In responding, some used short sentences, 
while others made more elaborate replies; 
but in each case enough material was avail- 
able to give the interviewer some idea of the 
patient’s stand on specific areas under study. 
By and large, there was little evidence of 
suspicion’on the part of the patients. Many 
of them were rather pleased to have the op- 
portunity to speak about themselves. Un- 
doubtedly, for many, a sympathetic hearing 
of their woes must have been a satisfactory 
experience. 

Prior to their hospitalization, all patients 
were suffering from peripheral vascular dis- 
eases, such as arteriosclerosis obliterans and 
thromboangiitis obliterans (Burgers dis- 
ease). The majority had developed gangrene 
which necessitated surgery. 

At thé time of the interviews, all were 

6. Maurice Fishberg, The Jews (New York: Wal- 
ter Scott Publishing Company i., if 
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beyond the initial stages of grief which usu- 
ally follows the loss of a limb. All had been 
transferred from the surgical to the rehabili- 
tation wards for some time. 


DIFFERENCES IN REACTION TO THE 


DISABILITY 

How did the patients react v hen told for 
the first time that a leg could not be saved 
More than three-fourths of the Jewish } 
tients were quite seriously disturbed, bitter, 
and unhappy at the news. Some had objected 
to the doctor’s final decision, or intended to 
seek other opinions, but finally had to accede 
because of family intervention. This non- 
acceptance of reality was carried over to 
the present time of the interview; one-half 
of the patients expressed a desire to die 
rather than continue to live without their leg 
and lead a useless life. Some also had the 
premonition that they would not leave the 
hospital alive. Seventy-five per cent of the 
foreign born could not hold back their tears 
in relating their medical histories. Not a 
single native-born Jewish patient cried, how- 
ever, although practically all of them were 
feeling depressed. Here is an instance of ac- 
culturation taking place in the Jewish group. 
While all felt unhappy about the conditions, 
only the foreign-born allowed themselves to 
cry, a reaction which is not considered prop- 
er in the dominant culture. 

The majority of the “Old American” pa- 
tients, in trying to reminisce about their in- 
itial reaction, seemed to have accepted the 
loss with a fatalistic attitude. A few even 
used the expression “tickled to death” when 
they heard about it, since this would mean 
the end of their sufferings. The Irish group, 
likewise, for the most part, accepted the fact 
of their amputation without expressing dis- 
may. They had full confidence in the doctor’s 
decision. The Negro patients received the 
news with a certain degree of apprehension 


’ but they felt that they had to go along with 


it, since they did not have much choice in the 
matter. 


According to Rosenzweig’s’ scheme of clas- 


7. Saul Rosenzweig, “The Pictuwre-Association 
Method and Its Application in a Study of Reactions 
to Frustration,” Journal of Personality, 14 (1945), 
3-23, 
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sification of reactions to frustrations, only 
the intrapunitive person can find himself to 
blame for what happened to him; the extra- 
punitive person holds the outside world re- 
sponsible for his frustrations, and the blame 
or hostility is turned against some person or 
thing in the environment. On the other hand 
the impunitive person does not hold the en- 
vironment nor himself responsible for the 
frustration; the blame is evaded altogether, 
the situation being regarded as unavoidable. 
If this scheme is applied to the answers ob- 
tained from patients of the various groups 
investigated, the Jewish patient is more like- 
ly to hold the extrapunitive attitude. He at- 
- tributes the loss of his leg to the carelessness 
of the hospital, doctors, aggravation from 
relatives, type of employment held, etc. The 
intrapunitive attitude was prevalent among 
the “Old Americans” and the Irish. They felt 
they were most responsible for the loss of 
their leg since they had not taken care of the 
initial soreness and also were dilatory in 
seeking medical advice. Half of the Negroes 
were unwilling to express any opinion on the 
matter. The rest were mostly extrapunitive 
in their attempt to find someone to blame for 
their loss. . 


There were also wide differences in atti- 
tudes toward their physical conditions and 
toward how such basic needs as sleep and 
feeding weré fulfilled. The Jewish group ex- 
pressed various somatic pains, weakness of 
the limbs, general fatigue, and practically all 
of them had difficulty with their appetite. 
With very few exceptions, sleep appeared to 
be erratic with these -patients. In contrast to 
this gloomy picture of ill health, the Protest- 
ant patients felt that they were in good con- 
dition and furthermore, boasted about their 
past health and the fact that they had never 
seen a physician prior to their hospitaliza- 
tion. While all had a high evaluation of their 
health, they admitted that their appetite was 
not too satisfactory. They attributed the lack 
of appetite either to the deficiency of the 
food as tasteless, or simply to a lack of exer- 
cise and fresh air. Sleep did not cause any 
problems. The Irish, like the “Old Ameri- 
cans” boasted about their health but to a 
lesser extent, faapns did not complain about 
food or sicep. The Negro felt that his health 
Was fair and appetite excellent, but ex- 


pressed some dissatisfaction with his sleep. 

If the four groups had to be rated on the 
basis of their attitude towards their health 
and general satisfaction with sleep and ap- 
petite, the Irish would show the highest posi- 
tive attitude followed by the “Old Ameri- 
eans” and Negroes. The Jewish patient, on 
the other hand, was the most grievous com- 
plainer. 


Crutch Walking, Talking About the 
Disability and Phantom Pain 


One of the problems involved in the re- 
habilitation of the amputee is his reluctance 
to use crutches because of their conspicuous- 
ness. Self-esteem is affected by the fact that 
they are exposed to expressions of pity on 
the part of the people with whom they come 
in contact. As expected, the Jewish patients 
were most negative toward the use of 
crutches. They. did not like them because “‘it 
makes you feel out of place;” “it is not nor- 
mal, you are not complete;’” “‘people look at 
you as acripple;” ‘‘we are curiosities to chil- 
dren;” “children embarrass you,” etc. Both 
the “Old Americans” and the Irish seemed to 
be divided in their attitudes towards the use 
of crutches. Some of them felt quite self-con- 
scious when walking on crutches in public, 
while others did not seem to be bothered.-At 
the other extreme, the Negro patients were 
least concerned about using crutches. 


The mechanism of denial is frequently 
used by patients with a physi | disability. , 
There is a reluctance on their part to face 
realistically the situation; and, as a result, 
they were inclined to avoid discussing the 
subject of their disability and they expect 
other people to do likewise.* In this study, it 


. was found that both the Jewish patient and 


Irish patient preferred not to talk about their 
amputation because of the unpleasant re- 
minder of their crippled condition. The “Old 
American” patients were similarly reluctant 
to talk about it, but for an entirely different 
reason. They felt that talking about one’s 


8. Tamara Dembo, Gloria Ladieu-Leviton, .and 
Beatrice A. Wright, “Acceptance of Loss—Amputa- 
tions,” in James F. Garrett (Editor), Psychological 
Aspects of Physical Disability (Washington: De- 
partment of Health, Education, and bah mops Office * 
of Vocational Rehabilitation). Fe 
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own misfortune would be tantamount to 
weakness and lack of stamina. They did not 
want other people to feel sorry for them, and 
further, would not tolerate people who com- 
plained about their own loss. The Negro pa- 
tient, on the other hand, did not mind talking 
about the loss of his limb. His remarks could 
be summarized by the following: “What is 
there to forget? It happened, it is natural for 
people to ask questions about amputated 
limbs.” 

To summarize, the Protestant and Jewish 
patients prefer to avoid discussion of their 
disability, but this desire is prompted by dif- 
ferent attitudes. While the “Old American” 
values a sense of fortitude, the Jewish pa- 
tient is not concerned with maintaining that 
Spartan armor, but is more concerned in 
keeping from his awareness the facts of his 
disability that make him anxious. 

In recent years, there has been an interest 
in the phenomenon of phantom pain and spe- 
cifically in the relationship between the seri- 
ousness of the pain and the psychological 

‘adjustment of the amputee. Although the 

Jewish group was least adjusted to the dis- 
ability, there was no evidence that the phan- 
tom pain was causing them more trouble 
than it was with other groups. All patients 
had the phantom sensation which originally 
caused some surprise and later some annoy- 
ance. — ) 


A very small number of Negro patients 
expressed an opinion about the meaning of 
the phantom sensation. One said, “I have 
phantom sensations, I feel it when I lie down. 
I feel as if my old feet and toes still move. 
Probably. the old leg survives. When my 
nerves rest, my toes say hello to one another 
—‘“How are you getting along?” If I sit still, 
I feel it. Nerves pump blood down and the 
blood goes back and tells the brain. When 
this happens, I turn over and take another 
position, putting my legs apart, and the sen- 
sation goes.” And another comment was, 
“As long as there was life in any part of the 
body, there is still life. This is why I believe 
in the hereafter. When you die, you still live. 
oe is a greater power than science. It is 

Oo bd 


Still another said, “I was told that my legs 
were buried. ,That’s why sometimes I fee] 
pressure because of the earth on my legs. If 
they had burned my legs in acid, I would feel 
® burning sensation. I know a fellow whose 


SS + * 3 Loo Bo e4 ae i 
lex was burned in acid, and he felt ais leg 


burning whenever he had the phantom sen- 
sation.” 

Contrary to expectations, religious views 
about death and the resurrection, for the 
most part, did not cause patients to brood 
over the manner in which their amputated 
limbs were disposed. The interviews dis- 
closed that there was practically no interest 
about what happened to their legs. Some of 
them may have given a passing thought to 
the matter, but few considered this an impor- 
tant problem. Even the Irish patients did not 
seem to care about what happened to their 
legs, although there are certain religious 
strictures about the body being buried as a 
complete unit because of the final resurrec- 
tion. 

In general, most of the patients were 
happy to get rid of the limb which had been 
the source of so much trouble. Members of 
the “Old American” group, particularly, 
were relieved that they had lost the source 
of their pain. They were more inclined to be 
facetious about an amputated leg. One sug- 
gested that amputated legs were used to 
make meatballs for the patients. Another 
said he had asked the doctor to show him the 
amputated leg so that he could sneer at the 
corn which had caused him pain. 


SUMMARY AND DISCUSSION 


This exploratory study was designed to 
test the hypothesis that there are sociocul- 
tural components in patient’s reactions to 
stress situations and disabilities. Presented 
here are selected findings with four groups 
of aged male amputee patients—Jewish, 
“Old American,” Irish and Negro,. under- 
going an active rehabilitation program in six 
New York City hospitals. Variations relating 
to types of reaction to stress are attributable 
to the family values and cultural condition- 
ing of the respective ethnic and religious 
groups to which the patient belongs. 

The loss of a limb is much more serious 
to the Jewish patient than the non-Jewish. 
Crying and overt expression of emotion is 
more likely to be accepted in Jewish families 
without the loss of the “masculine” status. 
However, the prevalent pattern in the domi- 
nant “Old American” culture is the tendency 
to inhibit emotions and a reluctance to be a 
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“sissy” when there is painful physical injury. 
While the Jewish patient had some reserva- 
tions about the possibilities of returning to 
adequate functioning, the “Old American,” 
the Irish, and the Negro regarded the future 
with better prospects, despite the fact that a 
very small number of them had families to 
whom they could return. 

Except for the Jewish patients who felt 
dismayed at the loss of a leg, there was little 
evidence on the overt level of serious distress 
and unhappiness. with the other patients. 
The “Old American” group particularly put 
up a “good front” and made grandiose state- 
ments about their physical health and the 
favorable outcome of their rehabilitation. 
However, a word of caution should be added 
here. 


Some Limitations 


All patients interviewed belonged to the 
lower socioeconomic status groups, and such 
tentative generalizations as expressed here 
might not apply to other groups of aged 
amputees who may have different aspira- 
tions, goals and values and would therefore 
react differently to stressful situations. 
Much of the research in the past has relied 
on the middle or upper class groups and, as 
pointed out by Barron, “We ought perhaps 
to pause and ask ourselves whether or not 
‘adjustment,’ ‘social satisfaction,’ and ‘avoca- 
tional interests’ are truly free of restrictive 
class connotations.”® Contrary to certain ex- 
pectations, the sample interviewed in this 
study expressed little regret about their lack 
of accomplishment. They seemed to have giv- 
en little thought about the “good things” of 
life which they had not enjoyed. In the course 
of the interviews, patients were asked what 
they would do if they had to start all over 
again. Very few selected a vocation which 
would represent a better use of their poten- 
tialities. No feelings of missed opportunities 
were expressed. With these particular 


9, Milton L. Barron, “The Dynamics of Occupa- 
tional Roles and Health in Old Age,” in John E. 
Anderson (Editor), Psychological Aspects of Aging 
(Washington: The American Psychological Associa- 
tion, 1956). 


groups, there was little evidence of ‘‘existen- 
tial anxiety.” 


The present study does m , claim to throw 
any light on how the different ethnic and 
religious groups fare under a rehabilitation 
program from the point of view of success in 
rehabilitation. A much more extensive study 
in time would be required, since the rehabili- 
tation process of the aged amputee is usually 
protracted. The endeavor in this study has 
been to point out the relevancy in evaluating 
patients’ statements in terms of their cul- 
tural values. A desire to die as expressed by 
an “Old American” and a Jewish patient does 
not necessarily have the same underlying 
value. A pitfall to be avoided is that knowl- 
edge of the prevailing cultural values should 
not be turned into thinking in terms of 
stereotypes. The specific history of the pa- 
tient still remains important in evaluating 
the meaning of the illness. 


CONCLUSION 


In view of the expanding programs in 
training rehabilitation workers, psychia- 
trists, physical therapists, occupational ther- 
apists, etc., by the Federal Government and 
private groups, it is felt that the content of 
such programs should include material which 
would sensitize the rehabilitation workers to 
cultural differences of their patients. This 
would be even more important in cases of 
mental illness. As pointed out by Barker, 
Wright and Gornick,!® the problem of cul- 
tural differences in the meaning of physical 
abnormality has not yet been systematically 
studied. It is believed that findings from in- 
vestigations of a sociocultural nature pertain- 
ing to reactions to stress among different 
segments of the population would be of great 
value to physicians, psychiatrists, psycholo- 
gists, social workers and counsellors, and 
other professionals in the health field. 


10. Roger G. Barker, Beatrice A. Wright, and 
Mollie R. Gonick, Adjustment to Physical Handicaps 
and Illness: A Survey of the Social Psychology of 
Physique and Disability (New York: Social Science 
Research Council, 1946), Bulletin 55. 








AUTHORS OF THE MADISON PAPERS 
WHICH CONSTITUTE PART TWO 


The papers in Part Two originated as a 
symposium on “Teaching the Social Sciences 
in Medical Schools” at the 1959 meetings of 
the Society for Applied Anthropology held 
in Madison, Wisconsin. Among those who 
participated was Abraham Simon; whose 
vita appears in the introduction to Part One. 
The Editors are indebted to the participants 
for permission to modify papers somewhat 
in the process of making up our first issue 
of the Journal on a two-part theme. 


RopGER L. Buck, M.D., who writes on 
“Training Social Scientists for Medical Re- 
search and Teaching,” since 1958 has had 
a research appointment in Harvard’s De- 
partment of Social Relations, associated with 
the Training Program for Social Scientists 
‘in Medicine. During his ten years as sur- 
geon and hospital administrator, Dr. Buck 
has developed a broad cross-cultural perspec- 
tive. He has spent much time in Japan, 
Korea, the Pacific Trust Territories, Pan- 
ama, and the Navajo Reservation. Before 
this period, he had graduate training in an- 
thropology. 


Dr. Buck is currently writing a monograph 
for the Russell Sage Foundation on Behav- 
ioral Sciences in Medical Education, research 
on which he began in December, 1958. 


DONALD P. HAYES, Ph.D., and JOAN K. 
JACKSON, Ph.D., are sociologists in the De- 
partment of Psychiatry of the University 
of Washington Medical School and hold, also, 
positions on the Staff of the Department of 
Sociology of the University. They are co- 
authors of the paper on “Teaching Social 
Science in the Medical School: A Case Study 
in Teamwork and Practice.” 


Dr. Hayes is currently on leave of absence 
on a post-doctoral fellowship at Harvard in 
the Training Program for Social Scientists 
in Medicine. His training has been in social 
psychology, methodology, demography, and 
small group research. 


Dr Jackson has studied at McGill Uni- 
verity and the University of Washington, 
where she received her doctorate in soci- 
ology in 1985. In addition to her position 
as Research Assistant Professor of Sociology 
in the University of Washington Medical 
School, she is‘a consultant to several other 
medical institutions in Washington. 


E. GARTLY JACO, Ph.D., as Co-Editor of 
the Journal of Health and Human Behavior, 
has played a leading role in establishing the 
Journal. In addition, he is author of the 
paper on “Problems and Prospects of the 
Social Sciences in Medical Education.” He 
is Director of Research at the Cleveland Psy- 
chiatric Hospital and is Visiting Professor 
of Sociology at Western Reserve University, 
where he is also Research Associate in the 
School of Applied Social Sciences. He has 
edited a sourcebook of readings entitled Pa- 
tients, Physicians, and Illness, which was 
published by the Free Press of Glencoe, Iili- 
nois, in 1958; and he has written numerous 
articles in many social science and medical 
journals. He is at present completing a 
monograph for the Russell Sage Foundation 
on the incidence of psychoses in Texas, and 
is also collaborating with a psychiatrist, Dr. 
Warren S. Williams, in writing a book on 
social psychiatry. 

THOMAS McCoRKLE, Ph.D., who organ- 
ized the panel which produced the Madison 
Papers, is Assistant Professor of Anthro- 
pology (Preventive Medicine) in the College 
of Medicine of the State University of Iowa. 
He received his doctorate in anthropology at 
the University of California at Berkeley in 
1954. He has carried on ethnographic field 
work in California, Mexico, Venezuela, and 
rural Iowa. He is author of several mono- 
graphs and a number of articles on culture 
change and on culture and medical behavior. 


JAMES G. RONEY, JR., M.D., Ph.D., M.P.H., 
who is author of the paper on “Social Sci- 
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ences in the Teaching of Public Health,” is 
a Fellow of the American Anthropoiogical 
Association, a member of the Executive Com- 
mittee of the Pennsylvania Academy of Pre- 
ventive Medicine, a Fellow of the American 
Coliege of Preventive Medicine, and of other 
academies and associations. He has had wide 
experience in cross-cultural advisory posi- 
tions with the U.S.P.H.S. in Iran, Afghan- 
istan, and in communicable disease control, 
maternal and child health programs in San 
Mateo County (California) Department of 
Public Health and Welfare. 

Since 1958, Dr. Roney has been Director 
of the Butler County (Pennsylvania) Health 
Department, and Lecturer, Department of 
Public Health Practice, Graduate School of 
Public Health, University of Pittsburgh. 


JULIAN SAMORA, Ph.D., writes on “The 
Social Scientist as Researcher and Teacher in 
the Medical School.” He received his doc- 
torate from Washington University in St. 
Louis, Missouri. At present, he is Associ- 
ate Professor of Sociology at the University 
of Notre Dame. He has also taught at Adams 
State College, the University of Colorado 
Medical School (where he was Assistant Pro- 
fessor of Preventive Medicine and Public 
Health, carrying on research under a Rus- 
sell Sage Foundation grant), and at Michi- 
gan State University. In addition, he has 
lectured at Fisk University, the University 
of New Mexico, and Regis College of Colo- 
rado. 


TRAINING FOR SOCIAL KNOWLEDGE IN MEDICINE 


INTRODUCTION 


Thomas McCorkle 


The main purpose of this introduction is 
to draw special attention to ideas developed, 
questions raised, and opinions expressed by 
some working scholars invited to present 
papers on teaching the social sciences in 
medical schools at the 1959 meetings of the 
Society for Applied Anthropology held in 
Madison, Wisconsin. Where my own opinions 
appear, they are conditioned by three kinds 
of experiences: working with public health 
people; operating as a cultural anthropolo- 
gist attached to a medical school; and organ- 
izing the Madison session. 

One of the Madison papers on “Illness and 
the Psychodynamics of Stressful Life Situ- 
ations,” by Abraham Simon is included in 
Part One of this issue. Revised and edited 
versions of the other papers appear as Part 
Two, below. 


State University of Iowa 


PERSONNEL AND PROGRAM 


The contributors constitute a fair geogra- 
phical representation of those teaching social 
science in medical institutions in 1958-1959. 
They are also fairly representative of the 
types of training which social scientists 
bring to their positions in medical institu- — 
tions, as may be observed by the brief vitas.* 


These vitas show that, in 1958-1959, sev- 


1. At Madison, Dr. Simon’s generalizations in the 
first portion of his paper geared it more specifically 
into the theme of the panel; but the striking ap- 
propriateness of his clinical observations as an ex- 
ample of the need of social knowledge in medicine 
led the Editors to employ the latter in Part One 
rather than in its original setting: hence the 
abridgement. 


2. See above. 
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| eral kinds of specialists taught in a variety 
| of settings; and the content of the courses 
- offered differed from one institution to an- 
other. Schools of public heaith and schools of 
| medicine presented the greatest contrasts in 
4 teaching and content. Roney, an anthropolo- 

gist-physician, became a lecturer in public 
- health practice after working as a public 
F health physician at home and in Iran. His 
' paper describes a program designed to take 
| advantage of his own special skills to help 
a prepare people for public health work in the 
- United States. Under other circumstances, 
he might have chosen to make more of his 

experience in the Near East. Considering 

present developments, some schools of public 

health might wish to equip their students to 


work abroad, or with particular minority 


groups. 
In the light of his background, Jaco offers 
a program designed to equip the physician 
to deal with his patients in the sociocultural, 
as well as the physical, environment. Siding 
with those who feel that the behavioral sci- 
entist will be more effective when operating 
' within an autonomous department, he tells 
why he prefers a block presentation of soci- 
ological materials in the medical school. 
Hayes and Jackson in their paper, pre- 
sent a compressed version of their program. 
Operating comfortably within a department 
of’ psychiatry, they report that they like giv- 
ing single lectures, or short series designed 
to supplement materials presented by their 
colleagues in medicine; and they oppose a 
separate department of behavioral science 
for their own institution. 


CONTRIBUTIONS TO THE MEDICAL SETTING 


As a whole the writers name numerous 
contributions which the social scientist can 
make in a medical setting. 

First, are the contributions to the practice 
of comprehensive medicine. Drawn from the 
hew, but rather large, literature of social 

_ science and medicine, these include materials 
» suitable for use in teaching such things as 
normal personality development, cultural 
practices relevant to health and illness, and 
’ the patient in his social (family, hospital, or 


eovner) environment. 


Second, these papers advance ideas about 
research and teaching that can add new di- 
mensions to the management of conditions 
having obvious psychosocial components: al- 
coholism, hypertension, mental illness, chron- 
ic complaints of unclear etiology, and so on. 
By training, and because of his recent advent 
to the medical area, the social scientist is 
uniquely qualified to seek to apply the 
“stress” theory of illness to these complaints. 
He does not, and need not, assume that, 
where no biochemical, bacteriological, or 
physiological factor can be implicated defi- 
nitively, illness must be described as “func- 
tional” or “of unknown etiology.” 

The third area of concern relates to social 
science in patient management. Nurses, so- 
cial welfare workers, and psychologists, as 
well as some medical sociologists, already 
participate in some aspects of patient man- 
agement. Many physicians, and many social 
scientists, too, will shy away at this early 
date from any hint of paramedical participa- 
tion in clinical practice. Hayes and Jackson, 
for example, write that, “We have never as- 
pired to be clinicians.” But, there are indi- 
cations that medical sociologists sit in on, 
and contribute, to diagnostic sessions. Simon 
presents a most convincing account of suc- 
cessful clinical work in being. It should be 
obvious that no social scientist (except, per- 
haps, a physician-sociologist, or physician- 
anthropologist, with at least eight years of 
graduate study and several years clinical 
practice) is going to assume sole manage- 
ment of any patient or patient-population. 


PROBLEMS OF INTEGRATING THE PROGRAM 


There are many obstacles to the successful 
integration of social or behavioral science in 
the medical curriculum. Each of the authors 
mentions some of these: crowded curricula, 
relations between different groups of behav- 
orial scientists; specialized vocabularies; and 
differences between medical and behavorial 
scientists in their views of the environment, 
and in the levels of abstraction with which 
they are content to deal. 

In situations where the social scientist is 
welcomed as a partner, curriculum openings 
probably will appear. Successful research 
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will have a chance to be demonstrated. The 
validation of sociocultural factors as con- 
tributing to specific illnesses will lead to 
single sessions on specific cases, or block 
teaching of the “stress” theory of disease. 


Roney, who possesses advanced degrees in 
both lines of endeavor, describes the prob- 
lems involved as those ‘‘frequently found in 
multidisciplinary efforts.’’ These problems 
can be alleviated by reducing some of the 
group differences or by increasing the body 
of experience held in common. The behavior- 
al scientist probably feels more comfortable 
with the public health man or psychiatrist 
than with some other physicians, because he 
is closer to the former in viewpoints and in 
orientation. 


Buck’s suggestion that the young sociolo- 
gist or anthropologist, preparing for a med- 
ical career should take one or more spe- 
cial courses, attend selected regular medical 
teaching sessions, and observe or participate 
in the medical subculture in a variety of set- 
tings, is wise. We should expect the social 
scientist, with his orientation, more readily 
than the physician, to be able to acquire a 
new body. of knowledge that can alleviate 


some of the current distress over problems 
of communication in medical situations. Ron- 
ey’s paper suggests changes which may con- 
tribute to the growth of a new kind of medi- 
cal sociologists in the next academic genera- 
tion. 


The growth of a new generation of medi- 
cal sociologists along such lines may encour- 
age and parallel new developments in the 
field of medicine. Physicians who can think 
only of culture as agar-agar, and who are 
unwilling, or unable, to entertain any agent 
as an etiological factor unless they can pal- 
pate it, or view it under a microscope, will 
be fewer in number as social scientists in 
medicine make these changes. Already, for- 
ward-looking institutions are interested in 
improving the effectiveness of premedical 
training. Undergraduate courses in social 
psychology and cultural anthropology may be 
essential for the student hoping to benefit 
from the joint medical and social science 
seminars suggested by Buck. 


To achieve effective working partnerships, 


it-is necessary to set up multidisciplinary, 


rather than dominant-subordinate, relation- 
ships, and to provide settings relatively free 
of in-group competition, or other unneces- 
sary pressures. The medical group that feels 
some real need for social science and that 
can provide working partners in favorable 
settings should be able to integrate (i.e., re- 
tain, and benefit from the services of) one 
or more sociologists, anthropologists, or so- 
cial psychologists. 


AN EXAMPLE OF INTEGRATION 


This is what happened in the Department 
of Psychiatry in the University of Washing- 
ton School of Medicine. Hayes and Jackson 
tell us that the first sociologist entered their 
Department of Psychiatry as part of an in- 
terdisciplinary team studying alcoholism. 
Additional sociologists have come in as 
grant-supported additions to the staff. They 
are free to choose their own areas of re- 
search (though presumably some are sug- 
gested), and each works with, rather than 
under, other members of the department. 
Teaching has always begun as a report on 
research done. As a grant-supported re- 
searcher who, at the outset, does not teach, 
the sociologist is not involved in competition 
for funds or student time. Research at the 
University of Washington is not restricted 
to that which is psychiatric, medical, or im- 
mediately useful. The sociologist operates as 
a sociologist, and is affiliated also with the 
local Department of Sociology as well as with , 
the School of Medicine’s Department of Psy- 
chiatry. 

Apparently this department has succeeded 
in providing a context conducive to inter- 
disciplinary activity. As there is little or no 
adverse pressure, the sociologist does not 
need to scuffle for a firm footing from which 
to operate, but can give fu!l attention to more 
satisfying and useful activity. This free and 
equal environment for the sociologist in psy- 
chiatry was, perhaps, accidentally .estab- 
lished from the fact that the senior sociolo- 
gist is the wife of a psychiatrist, but this 
does not mean that the situation cannot be 
duplicated elsewhere or by other means. 


We are not clan-bound and can establish 
productive relationships without marrying 
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jnto the family. Productive cross-disciplinary 
relationships are being established in a num- 
ber of settings. The next academic genera- 
tion should include physicians and social sci- 
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entists who have more in common jointly to 
attack some of the psychosocial-medical ques- 
tions that are among the most important 
problems of our times. 
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SOCIAL SCIENCES IN MEDICAL 
EDUCATION 


BE. Gartly Jaco, Ph.D. 


The introduction of the social sciences to 
medicine is a comparatively recent develop- 
ment. Clinical psychology and social work 
have had “service” roles in the medical field 
Mm for a long time; but the acceptance of so- 
ciology, anthropology, and social psychology 
‘as valuable areas of teaching and research in 
medical settings is only beginning. The re- 
centness of this acceptance is especially char- 
acteristic of the situation in medical schools 
in which the relationship of social science to 
medicine is more like a courtship, with the 
Marriage yet to be consummated. 

A number of obstacles to the complete ac- 
ceptance and integration of the social sci- 
ences in the medical curriculum, in the hos- 
pital, the clinic, and other settings involving 
the practice of medicine, still exist. The pres- 
ent purpose is to analyze some of these ob- 
stacles, or problems, and to consider some of 
‘the prospects of social scientists as they try 
to relate the social sciences to the medical 
field. 

The problems are related essentially to 
difficulties in communication and apprecia- 
tion among social scientists and medical men. 
‘The difficulties have two sources. One source 
exists in the nature of the medical tradition; 
‘the other, in the present state of develop- 
Ment of the social sciences. 


PAILURES IN COMMUNICATION GROWING OUT 
OF TEE NATURE OF-THE MEDICAL TRADITION 
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reduce their mutual appreciation, and which 
are partly rooted in the nature of the medi- 
cal tradition, may have three sources: (1) 
the medical subculture as it is related to the 
larger cultural context; (2) the role-image 
of the physician; and (8) the nature of the 
medical curriculum. 


The Subculture of Medicine 


Perhaps a basic obstacle to the acceptance 
of the social sciences in medicine lies in the ° 
nature and orientation of the medical sub- 
culture as a part of the American tradition. 
In this tradition, it is assumed that the indi- 
vidual is free in his environment—not a 
“victim” of it. The medical man often accepts 
this assumption; the social scientist modifies 
it. The term environment itself may have 
different connotations in the medical and the 
social science fields, especially sociology and 
cultural anthropology. The medical man is 
concerned with the biological environment. 
To give the concept any other meaning, in 
the view of many practitioners, is to attach 
it to something that need not influence the 
individual any further than he “allows” it 
to influence him. The sociocultural environ- 
ment is viewed in this manner: it influences 
the patient only to the extent that he “al- 
lows” it to comprise a component of his 
nature or being. 

If this viewpoint is accepted, only the 
“physical” environment is considered as real. 
Culture is defined asirrelevant—‘agar-agar.” 
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water, weather, food, and other organisms. 
As a medium, carrier, or vector of the agents 
of disease, environment as a concept is ac- 
ceptable only to the extent to which its spe- 
cific components bear directly upon the indi- 
vidual as an organism. The meaning of 
“organic” is restricted to physical, material 
and individual! biological phenomena; society 
and culture lie beyond its pale. 

If this frame of reference for conceiving 
of “human reality” is a historical product of 
western civilization—a manifestation of a 
“rationalistic-individualistic” system of val- 
ues which leads to a rejection of the impact 
of the social environment as a factor in the 
individual’s health or development, the fact 
that it has historical roots does not diminish 
its force. It increases it. Those medical men 
who are most influenced, by the tradition 
find it most difficult to accept the social 
scientist’s attempt to press ‘his claims for the 
influence of the sociocultural environment. 

In the biophysical, organismic, frame of 
reference, the belief is that man is born hu- 
man. He does not develop his human nature 
in primary group relations. Human nature 
is regarded as including only the human or- 
ganism and its internal environment. Its 
components are biological, and not sociocul- 


tural. Influenced by this tradition, medical © 


students readily accept the formulations of 
a geneticist (no laboratory demonstration is 
needed) regarding a disease process, for ex- 
ample, as in the case of the high incidence 
of sickle-cell anemia among Negroes; but 
they find it difficult to accept the idea that 
the cultural patterns of the same population 
—its family system, its fertility patterns— 
also contribute to a perpetuation of this dis- 
ease. 

The medical practitioner who operates in 
this frame of reference finds it difficult to 
accept cultural traits and interpersonal re- 
lations as important factors in illness. Often 
a social relationship is translated by him into 
a psychological construct and reduced, in 
analysis, to an emotional state—merely 
“emotional” or an “autonomic” reaction to 
experience. " 

The medical tradition of individualistic de- 
terminism and the rejection of the signifi- 
cance of the impact of social situations and 
cultural systems upon health and disease in 


the person makes it harder for the social 
scientist to communicate with the medical 
staff and the medical student. And the ex- 
tent to which the social scientist does not 
react objectively in medical settings to those 
who are influenced by the tradition, he will 
be unable to establish rapport, or to get an 
opportunity to communicate his ideas, which 
have developed in another frame of refer- 
ence, growing out of the traditions of anthro- 
pology, sociology and social psychology. 


Role-Image of the Physician 


The contemporary role-image of the medi- 
cal healer, in the minds of both society and 
the practitioner, is another obstacle to com- 
munication between the social scientist and 
the physician. The physician is viewed es- 


_ sentially as one to whom a person in pain, or 


suffering from physical malfunctioning, 
turns for relief, comfort, or removal of the 
disease agent. The layman accepts in general, 
or is impressed by, the elaborate technology, 
techniques, and skills of various types of 
specialists. He relates to the physician as one 
who should bring about a cure, or at least an 
amelioration of discomfort, engendered by 
either illness, injury, or some. other “dis- 
ease’ state. 

The patient, being a member of the same 
society and total culture as the physician, 
tends to regard illness as essentially an or- 
ganic condition, and is either reluctant, or 
unable, to accept or comprehend the impact 
of the environment upon the status of his 
health. Since psychiatric and public health 
practitioners relate illness to somewhat 
strange concepts: to factors existing in cul- 
ture and interpersonal relations as well as 
in organic conditions, many people look upon 
them as being unorthodox and a bit suspect, 
assigning them a relatively low or marginal 
status in the medical structure as a conse- 
quence. 

Understandably, the physician’s concept 
of his own role is conditioned by the position 
and action pattern accorded to him by his 
patients in his own society. Their response 
to him tends to reinforce his impression of 
what constitutes his proper role and status 
in the patient-physician relationship. Despite 
his high status in American society, the 
physician is often much more ready than his 
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patient to accept a doctor’s limitations; and 
perhaps the patient is much more inclined 
than the physician to ignore the concepts of 
social science and their significance to his 
illness. 


The Medical Curriculum 


The typical curriculum of the contempo- 
rary medical school is crowded and regarded 
in some quarters as already overloaded, leav- 
ing little or no room to introduce new course 
materials in the social sciences. Although 
medical education is 
changes, very few schools are in a position 
to introduce new courses without either tak- 
ing blocks of hours away from long-estab- 
lished disciplines or running the risk of in- 
creasing an already overloaded time-schedule. 
In the newer medical schools, such as Ken- 
tucky, in which a Department of Behavioral 
Science has been established as a basic medi- 


cal science in the preclinical years, a certain. 


block of hours can readily be assigned to the 
social sciences without: taking time away 
from other departments. But this is an ex- 
ceptional case. Consequently, the introduc- 
tion of courses in sociology, anthropology, or 
social psychology into the medical curriculum 
on a systematic basis is extremely difficult. 

The social scientist who has the oppor- 
tunity to give only “one-shot” or sporadic 
lectures—at best only a series of lectures— 
to medical students is handicapped in devel- 
oping a thought sequence, or conveying sys- 
tematically to his students an awareness of 
his conceptual and theoretical field. To add 
to his difficulties, the bulk of the premedical 
curriculum is composed almost entirely of 
the biological and physical sciences, with only 
an infrequent course taken by a premedical 
student in the social sciences. Because the 


medical student, with no premedical train- . 


ing in the social sciences, lacks acquaintance 
with the social science. teacher’s language, 
the latter must devote much time to the 
definition of terms in his lectures and, as a 
consequence, only succeeds in introducing a 
language he has too little time to employ in 
developing his sequences. On the other hand, 
if he attempts to present his materials with- 
out defining his terms, he fails to communi- 
fate the significance of his subject to the 
Students. 


undergoing some: 


In general, the gaps between premedical 
and medical education, the lack of integra- 
tion within the medical school, and the con- 
ceptual and theoretical disparities between 
the so-called preclinical and clinical areas of 
medical education are in themselves obstacles 
to establishing a secure identity for the social 
sciences in the medical curriculum. Many 
social scientists participate in teaching 
courses in psychobiology or normal persona!- 
ity development in the department of psy- 
chiatry in the freshman year of medical 
school. In the typical medical curriculum, the 
freshman medical student is preoccupied 
with organs, cells, tissues, and other internal 
and somewhat microscopic aspects of the 
human body. This preoccupation makes it 
difficult for him to think in terms of the 
total personality at the same time. The social 
scientist often finds he is able to communi- 
cate better with medical students in the clin- 
ical years after they have seen patients; but 
most of his lecture hours are allocated to the 
preclinical years when a student is less able 
to assess the importance of his contribution. 
Consequently, the behavioral scientist finds 
it difficult to establish an identity for his 
subject-matter and for his role within the 
medical curriculum; and the medical student 
and faculty, in turn, find it difficult to relate 
to him either as a colleague or as an expert 
in a specialized field ‘“‘somehow” related to 
medicine. , 


FAILURES IN COMMUNICATION GROWING OUT 
OF THE PRESENT STATE OF DEVELOPMENT OF 
THE SOCIAL SCIENCES 


Having considered some ways in which the 
nature of the medical tradition has limited 
the communication of the medical man with, 
and his acceptance of, the social scientist in 
medical settings, it is now important to indi-, 
cate some ways in which the present state of 
development of sociology, cultural anthropol- 
ogy, and social psychology has contributed 
to this lack of acceptance and understanding. . 
The difficulties growing out of this present 
state of development, which may be even 
greater obstacles than those attributed to the 
medical tradition, involve (1) relations be- 
tween disciplines, and (2) disagreements 
within specific disciplines. 
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Relations Between Disciplines in the 
Social Sciences 


There is much factionalism among the 
social sciences. At times, the sociologist, 
anthropologist, or psychologist may attempt 
to establish priority for his own discipline at 
the expense of another. In the efforts of the 
representatives of various disciplines to es- 
tablish scientific respectability and a secure 
status in medicine, a group in one subject 
field may disparage or misrepresent the 
value of another subject field whose repre- 
sentatives seek a similar acceptance. Debates 
over the validity of such terms as social 
versus cultural psychiatry, for example, are 
essentially efforts to establish priority. Ef- 
forts to promote one discipline rather than 
all can only hamper the development of a 
body of knowledge in the social sciences 
which can be applied in medicine. 


Difficulties Within Disciplines 


The importance of the so-called “basic” 
biological sciences of medicine, such as anat- 
omy, physiology, biochemistry, bacteriology, 
pharmacology, etc., in the academic medical 
structure has been overlooked in earlier pa- 
pers on the field of medical sociology. These 
disciplines represent Science to the clinician 
in medicine; their representatives are the 
“legitimizers” of scientific efforts in medi- 
cal research. In meeting their standards, the 
social scientist in medicine must be factually 
based and inductively oriented in his gen- 
eralizations, systematic formulations, and 
presentations. Confronted with high stand- 
ards of “pure” research and demands from 
clinical medicine for practical applications, 
the social scientist may at times find himself 
at odds with both the medical community 
and the demands and standards of his fellow 
social scientists. 

There are gaps between “pure” social sci- 
ence and the more problem-oriented compon- 
ents of various disciplines. The “pure’”’ social 
scientist is anxious to achieve the status of 
those in the physical and biological sciences, 
whose lack of appreciation of the social sci- 
ences is rooted in the experimental tradition, 
and who often do not see a place for either 
“oure” or applied social science in either 
premedical education or inthe medical 


school. The social scientist, wishing to be as 
“nure’ as the physicist or biologist, cannot 


demonstrate to the physicist or the biologist 


the scientific nature of his empirical or an- 
alytical operations while disparaging the 
applications of them, for example, in medi- 
cal settings. As George Reader and Mary 
Goss have said, 

It would seem that the optimal research 
contribution the sociologist may make to 
medicine for some time to come consists of 
using the scientific method in pursuing 
studies which are based upon and add to 
sociological theory. This does not mean 
shunning collaboration with physicians or 
avoiding investigation of so-called practical 
problems. It does mean that such problems 
need to be examined in terms of their more 
general sociological significance, for maxi- 
mal benefit to medicine-and to sociology.? 


The present writer does not disagree with 
Reader and Goss; but he believes that prob- 
lem-related research may make an important 
contribution to scientific theory; that the 
clinician’s demand for practical applications 
of the social sciences in his treatment and 
management programs can open up leads and 
suggest hypotheses related even to basic re- 
search and theory. Any tendency of col- 
leagues to downgrade an applied relation- 
ship acts only as an obstacle to the accept- 
ance of that relationship with a medical 
team, and cuts the discipline off from op- 
portunities for research which thé relation- 
ship affords. 


Obstacles to Communication Reviewed 


We have seen that full communication and. 
appreciation between medicine and-the so- 
cial sciences of their potential value to one 
another are limited by obstacles growing out 
of the nature of each tradition. These diffi- 
culties, however, are not insurmountable; 
but they do exist; and they must be under- 
stood by the social scientist in medicine be- 
fore he can succeed in overcoming them and 
in developing his own role and status in 
medicine. 

To some extent, the present position of the 


1. George G. Reader and Mary E. W. Goss, “The 
Sociology of Medicine,” in Robert K. Merton, Leon- 
ard Broom, and Leonard S. Cottrell, Jr. (Editors) 
Sociology Today (New York: Basic Books, Inc., 
1959), Chapter 10, p. 246. 
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social sciences is like that of psychiatry in 
both basic and clinical medicine—marginal, 
nebulous, and still confronted with a course 
of development and maturity before being 
fully accepted and integrated in either basic 
gr clinical areas of operation. The former 
has further to go than the latter; but the 
prospects are brighter than some may as- 
sume. 


PROSPECTS OF THE SOCIAL SCIENCES IN 
MEDICAL EDUCATION 


The rationale for including the social sci- 
ences in the curriculum of the medical school 
includes the idea that the present basic bio- 
logical sciences of medicine are insufficient 
to train the physician to cope with the socio- 
cultural and personal components of medical 
care or to equip him to fulfill his role and 
status obligations in his relationships with 
his colleagues in medicine, or with related 
paramedical and ancillary personnel in the 
treatment setting. The sciences of sociology, 
cultural anthropology, and social psychology 
can particularly help to fill this need in the 
medical school by aiding medical students to 
know more about the social, cultural, and 
psychological aspects of disease and treat- 
ment. °. 

Knowledege of the social and cultural 
processes that affect the patient as well as 
himself as a member of society should better 
equip the physician in his role as a healer in 
contemporary society. Since many compon- 
ents of the social sciences have yet to achieve 
a full scientific status and maturity, perhaps 
their immediate contributions to the embry- 
onic physician lie predominantly in the areas 
of social epidemiology and ecology of disease 
and in the understanding of personality de- 


velopment. As the social sciences gain addi-- 


tional prestige through research, through 
proved and demonstrated knowledge in these 
and other areas related to medicine, their 
prospects for full recognition in medical edu- 
cation and in processes of patient manage- 
Ment will increase. 


Knowledge of Subcultures Needed 


The particular needs of medical schools are 
likely to enhance the prospects of acceptance 


in just that degree that the sociologist or 
psychologist, for example, demonstrates that 
he can meet important needs. For example, 
the physician needs to understand the sub- 
cultural variations of situations in which he 
will see patients. He needs a knowledge of 
the health laws of his area, their strengths, 
and their deficiencies. He needs knowledge 
of the status and condition of available 
health facilities within the community of his 
practice, such as child welfare agencies and 
nursing homes for the elderly. He can profit 
from an understanding of local attitudes and 
prejudices, which prevail in folk medicine, 
toward disease and treatment in various eth- 
nic and religious groups. In these areas, the 
social scientist can particularly demonstrate 
his usefulness. He can also demonstrate the 
usefulness of his knowledge of the social and 
economic development of given areas and 
their populations to the practitioner, so that 
the latter can better plan his program of 
practice and of patient management in given 
areas. 

Part of the teaching of the social sciences 
in medical school should consequently in- 
clude, as field examples, local variatidns in 
the patient-population indigenous to the area 
of the medical school and in areas in which 
the graduates are likely to establish their 
practice. 


Acceptance of Scientific Social Knowledge 
in Medicine 


The major instrument of the social sci- 
ences in gaining acceptance and integration 
in medicine, as previously suggested, is 
through the development of a body of knowl- 
edge based on a solid foundation of scientific 
inquiry and experimentation. This is the 
manner in which the biological sciences be- 
came adopted into medicine, and serves as 
a historical model for the consequent intro- 
duction of the social sciences via the same 
vehicle of scientific knowledge, upon which 
the healing methods of the clinician and his 
role and status as a healer are largely de- 
pendent. Such a body of knowledge can then 
become the basis of formalized courses for 
teaching in medical schools, ranging from 
the premedical to postgraduate courses in 
medicine. This, in turn, should lead to the 
development of “service” or applied aspects 
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of the social sciences in the treatment and 
restoration of health in the afflicted. 

The majority of social scientists in medi- 
cine today are situated in the departments 
of psychiatry, preventive medicine and pub- 
lic health, and nursing schools. Since these 
essentially are of low status in the medical 
structure, many of the “status” problems of 
social seientists in medicine involve the sta- 
tus problems of these other disciplines with 
which they are associated. Consequently, so- 
cial scientists should make every effort to 
spread their activities into other areas of 
medicine. Some logical areas are in postgrad- 
uate seminars and lectures, as well as in such 
clinical areas as pediatrics and internal 
medicine. 

Efforts to assist paramedical and ancillary 
fields, such as health departments, state hos- 
pitals, the Veterans Administration, and re- 
lated applied disciplines such as social work 
and occupational and recreational therapy 
are ripe areas for contributions by the social 
scientist. 


Acceptance of Social Knowledge in 
Administrative Processes 

There is also a growing interest in the 
contributions of the social scientist to the 
administrative planning of medical schools, 
and to the integration of.the medical com- 
munity and its ecology into the total com- 
munity structure. This includes, particularly, 
the administration of the hospital in both its 
internal and external relations. There is also 
an increasing demand for social scientists 
to help medical deans with the problems of 


medical students, not only in the conduct of 
their medical education, but in terms of the 
selection of suitable candidates for medical 
schools as well. 

Many health organizations and founda- 
tions of both a research and informational 
nature are increasingly in need of the serv- 
ices of the social scientist to help them with 
their programs and with the improvement 
of their methods of communication. 


Value of an Independent Department 


The logical development of the present sta- 
tus of the social sciences in medicine, as the 
writer sees it, is the eventual establishment 
of an independent and autonomous depart- 
ment of human behavior and cultural medi- 
cine within the medical structure and cur- 
riculum. Its status should be in line with the 
present biological sciences in terms of its 
preclinical contributions; and there should be 
room for its development in clinical areas. 
The staffing of such a department should in- 
clude representatives of the disciplines of 
sociology, social anthropology, and social 


“psychology, with at least the part-time affili- 


ation of medical economics and other social 
sciences, the contributions of which are im- 
portant in terms of their specific content. 

The fulfillment of this prospect, however, 
is contingent upon overcoming the obstacles 
which are jointly imposed by both medicine 
and the social sciences. The effort, however, 
in proving their value to medicine, must 
come essentially from social scientists them- 
selves. 


TEACHING SOCIAL SCIENCE IN THE MEDICAL SCHOOL: 
A CASE STUDY IN TEAMWORK AND PRACTICE 


Donald P. Hayes, Ph.D., and Joan K. Jackson, Ph.D. 


The teaching of social science in medical 
schools might best be described by relating 
the experiences of those currently engaged 
in this function. In taking the University of 
Washington School of Medicine as a case 


University of Washington 


study, we shall (1) deal with some questions 
relating to issues which we as social scien- 
tists are considering, while planning exten- 
sions to our teaching and research program; 
(2) describe briefly the history of our pro- 
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gram ; (3) describe our present program 
briefly; and (4) make a more detailed anal- 
ysis of the issues relating to the questions 
which follow. 


QUESTIONS RELATING TO THE PROGRAM 


Some of the questions which we see as 
having an impact on our teaching are related 
to issues we must face: (a) How does the 
social scientist see himself and his function 
in his medical school? (b) What is the re- 
Jationship of the social scientist to his parent 
department and to the medical school? (c) 
Who are the power groups in the University 
which promote or resist the development of 
the program of the social sciences in the 
medical school? (d) How is the program fi- 
nanced? (e) How are the social scientist’s 
relationships with the students structured? 
(f) What is his relationship with other 
social scientists in the medical school? (g) 

-What subject matter is covered and in what 
years is it taught? (i) In what way is it best 
taught, i.e., in formal or informal settings? 
In an existing department or in a new social 
science department? (j}) What kind of a pro- 
fessional person is the medical school trying 
to turn out? And (k) What impact have so- 
cial scientists had thus far in the medical 
school? 

We feel that these questions have influ- 
enced the content of what we teach, who 
does the teaching, the times, places, and 
circumstances under which we teach, the 
response of the students and faculty to the 
teaching and the satisfaction which the so- 
cial scientist derives from his experience in 
the medical school. 


BACKGROUND OF THE CURRENT PROGRAM 


In the University of Washington, the first 
medical sociologist, Joan Jackson, entered 
the medical school in 1951 under the auspices 
of a grant as a member of an interdisciplin- 
ary team studying alcoholism. The Depart- 
ment of Psychiatry saw alcoholism as both 
psychiatric and social in etiology, course, 
and resolution. They were not clear about 
What sociologists do, but were interested in 
finding out what they have to offer. 


As is often the case, the interdisciplinary 
group became a team only at the point when 
the grant funds ran out. The members of 
this team operated as representatives of sep- 
arate disciplines, doing their own research, 
having in common only the patients inter- 
viewed and regular conferences at which at- 
tempts were made to translate their findings 
to one another. 


The Research Doorway 


This early project opened the way for 
other social scientists in the médical school. 
The pattern set in this first case was applied 
to those who followed in these respects: 

(1) All sociologists entered the medical 
school in a research capacity, financed by 
grant funds. fs 

(2) Each found a genuine academic at- 

nosphere, where freedom in the choice of 

research problems and method was encour- 
aged. No obligation has been imposed to un- 
dertake research which is obviously psychi- 
atric, medical or immediately useful. The 
feeling is that the research will ultimately 
turn out to be relevant to medicine as well as 
social science. Apart from research activi- 
ties, sociologists have also been encouraged 
to broaden their functions in the medical 
school. Thus, the sociologists have expanded 
their activities to include teaching, thesis 
supervision, consultations and representa- 
tion at case conferences. Participation in a 
variety of activities, stemming from the en- 
couragement of the medical school and the 
freedom to define their own roles, has re- 
sulted in problems in retaining sufficient 
time for research. 

(3) We have continued to function as so- 
ciologists along with psychiatrists, and later 
other physicians, rather than under psychi- 
atrists. No status conflicts have developed, . 
the original team having established the tra- 
dition into which new psychiatrists and new 
sociologists have fitted as they joined the 
staff. 

(4) We have never been in competition 
with anyone in the medical school for funds 
or functions. Seeing ourselves as researchers, ~ 
we have never aspired to be clinicians nor 
made demands for teaching time. Teaching 
has always begun as reports on research, and 
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then gradually broadened out to include 
single lecture trial-runs on other aspects of 
sociology, which, as they proved useful and 
stimulating to medical school departments, 
were formalized and made permanent as- 
pects of existing courses. This pattern fol- 
lowed one already established in the Depart- 
ment of Psychiatry of giving occasional lec- 
tures in the midst of courses offered by other 
departments. The sociologists simply con- 
tinued the practice. The solicitation of our 
services has expanded outside the medical 
school into the Schools of Nursing and Social 
Work, the Departments of Psychology and 
Sociology, Seattle University, the Seattle 
Police Department Rehabilitation Project 
and the State Mental Hospitals. Teaching in 
the form of research consultation and super- 
vision has also developed with the State 
Health Department, Florence Crittenton 
Home, and a recreational facility for the 
aged. Such, then, is the manner in which 
the program here at Washington has evolved. 


CURRENT TEACHING PROGRAM 


Rather than describe the current teaching 
responsibilities in detail, we outline in Fig- 
ure 1 the basic teaching of the undergradu- 
ate medical students. The teaching consists 
largely of short lecture series or spot lec- 
tures at fairly regular intervals throughout 
the year. We fit in, where appropriate, in 
courses offered by several departments. Fac- 
ulty and students have grown accustomed 
to having us appear as staff members of the 
Department of Psychiatry. 

The current program also involves exten- 
sive teaching responsibilities in the health 
sciences aside from the undergraduate medi- 
cal students. Under the sponsorship of the 
Department of Psychiatry, sociologists are 
involved in teaching formal seminars in the 
psychiatric residency program; seminars 
and lectures for the in-service training of the 
staffs at the Veterans Administration Hos- 
pital and state mental hospitals; depart- 


FIGURE 1 


CURRENT TEACHING OF UNDERGRADUATE MEDICAL STUDENTS 








Formal Courses 


Inclusion in Formal Courses 


Lectures Conference 





First Year 


Dept. of Psychiatry Course on 


% Normal Behavior. 2 lectures. 





Elective 40 hours. 
Subject areas 
defined by 
students and ance. 
faculty. 


Second Year 


Dept. of Psychiatry Course on 
Psychopathology. 2 lectures. 
The meaning of social devi- 


Participation in 
conjoint conference 
when topic under 
discussion has 
obvious social and 
cultural aspects. 


Attended by 
medical students, 
physicians in the 
community and 
staff. 


Dept. of Public 

Health and Pre- 
ventive Medicine. 
8 hours per week. 





Third Year 





Fourth Year Dept. of Public 
Health and Pre- 
ventive Medicine 
Clerkship, 10 
hours. Every 7 


weeks. 





Summer Program: 


1. Seminar—i0 hours. Open to all students on summer research program and to medical faculty. 


© 
- 


ticipation on interdiscivlinary panels. Open to students and faculty. 
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mental staff lectures on research in prog- 
ress; and consultations with students and 
faculty on research. 

With support from the Department of 
Medicine, there are periodic reports of on- 
going research at the local tuberculosis hos- 
pital; supervision of medical student re- 
search in the hypertension clinic and cardi- 
ology; and lectures to the hospital staff on 
patient adjustment, staff-patient attitudes, 
alcoholism and tuberculosis, and conditions 
under which illness occurs. 

Approximately twelve lectures a year in 
the School of Nursing cover a broad set of 
subjects in addition to several post-graduate 
conferences on subjects related to the hos- 
pital as a social organization. Postgraduate 
students now write theses under the joint 
supervision of the School of Nursing and the 
sociologists on the staff in the Department 
of Psychiatry. 

Other health science personnel who are 

-part of our teaching and research program 
are those on the in-service training program 
in the University Teaching Hospital. A semi- 
nar is now also in preparation for the staff 
of the hospital. We are involved also in 
the program of the Department of Health 
and Preventive Medicine, mainly through 
several joint research projects, joint con- 
ferences in which the sociologists participate 
regularly, and the alcoholism training pro- 
gram supervised by a sociologist. 


ISSUES SHAPING OUR CURRENT AND 
FUTURE DEVELOPMENT 


Having outlined our early development 
and current program, we turn to several cru- 


ial issues which have had, or will have, an 


important bearing on our future in the medi- 
cal school. 


Function 


One of the most important issues is, “What 
is our function here and what should it be?” 
At first, we were employed as researchers, 
but our activities have now broadened con- 
Siderably. 

The critical question as to our functions 
meems to be: What primary recerence group 


should we use—the medical profession or 
academic sociology? On the one hand, we 
were all trained in sociology and are now 
associated with the Department of Sociology 
on a half-time or part-time basis; thus our 
frequent contacts with sociologists sustain 
our identity with that field. Such feelings 
encourage behavior consistent with the pre- 
dominant expectations of that profession, 
which include the development and testing 
of theoretical formulations in sociology and 
the socie1 sciences. Fortunately, modern med- 
icine is so broadly defined that nearly all 
research of this kind can use medicine as a 
testing ground. 


Identification 


We also, naturally enough, have come to 
identify with the field of medicine. We feel 
our research should be valuable to medicine 
while maintaining its basic sociological ori- 
entation. One of the dangers in using the 
medical profession as one’s primary refer- 
ence group arises in the tendency for re- 
search to be directed toward solving medical 
problems without regard to its contribution 
to fundamental knowledge in sociology. 
Physicians and psychiatrists might quickly 
come to think of us and treat us as tech- 
nicians rather than scientists. Clinical psy- 
chologists frequently comment on this re- 
action. 

If we should identify completely with med- 
icine, recognition for and interest in our re- 
search by our sociological peers would dimin- 
ish. If we did not value their interest and 
recognition and depend upon them for coop- 
eration, opportunities for exchange of ideas 
and help in securing grants and training 
new medical social scientists and for research 
assistants, our effectiveness would be handi- 
capped seriously. Many of our colleagues 
have expressed sincere concern over this po- 
tential loss of professional identity. Most of 
the social scientists in the medical school 
express a desire to maintain a de facto ap- 
pointment in the department of their train- 
ing. Fortunately, the psychiatrists with 
whom we have worked have encouraged us 
to retain our academic identification. Thus, 
in answer to the question as to our reference 
group identifications and functions in the 
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medical school, we at the University of Wash- 
ington have resolved the issue in the manner 
Reader? has recently suggested: we ful- 
fill the same types of functions which are 
performed by sociologists in general, namely 
teaching those who are interested and carry- 
ing out basic research which bears upon both 
fields. Being employed in part in a medical 
setting simply provides an area in which 
this rescarch is done. 

Having identified our principal reference 
group as the field of sociology, the next issue 
is raised by the question, “How can this 
identification best be maintained and 
strengthened?” Direct and intimate contact 
with the faculty of both the medical school 
and sociology seemed the reasonable means 
to this end. This conviction has resulted in 
the recent appointment of all the social sci- 
entists on the medical school staff to joint 
appointments, in one or another form, to the 
Department of Sociology, in which each 
teaches at least one class each year. 

This arrangement is not without its lim- 
itations. Promotions, in some cases, will re- 
quire the support of two rather than one 
department. Publications which meet the re- 
quirements of one department may be un- 
suitable to the other. Each department, fur- 
thermore, may claim more than its share of 
the individual’s time and energies. Each de- 
partment holds seminars, staff meetings and 
conferences which one is obliged to attend, 
leaving the staff member with the impres- 
sion of being “conferenced to death.” Above 
all, one may feel that he is not entirely a 
member of either department in the minds 
of other staff members. This suggests some 
of the problems which arise when a social 
scientist seeks to maintain his professional 
identity while working in a medical setting. 


Influence of Power Groups 


A third issue which has an important 
bearing upon our future teaching program 
is the question, “Which power groups in the 
University promote or resist the development 
of a teaching program which includes social 


1. George G. Reader and Mary E. W. Goss, “The 
Sociology of Medicine,” in Robert K. Merton etal 
(Editors), Sociology Today (New York: Bailie 
Books, Inc., 1959), Chapter 10, pp. 244-246. 


science?” This medical school, like all others, 
has a crowded curriculum. Every hour de- 
voted to social science is an hour extracted 
from some department. All departments are, 
quite naturally, jealous of the time alloted 
to them. The expansion of the social science 
offerings in this crowded curriculum could 
only have occurred with the full approval of 
the sponsoring departments, primarily the 
Department of Psychiatry and the Depart- 
ment of Public Health and Preventive Medi- 
cine. We suspect that the program’s modest 
success thus far can be attributed to our 
ability to convince the faculty of our useful- 
ness. 

At present, the only resistance to an ex- 
panding teaching program comes from the 
sociologists themselves. Our resistance is 
solely on the basis of not having enough 
time for research rather than any reluctance 
to teach medical studerits or other individu- 
als within the medical field. Some difficulty 
can also be anticipated whenever major cur- 
riculum changes take place. At that time 
our sponsoring departments may come un- 
der severe pressure to relinquish our time to 
departments who have not shown any inter- 
est in social science. 


Relationships with Students 


How are social scientist’s relationships 
with students structured? We are introduced 
to the students as sociologists who are mem- 
bers of the faculty of the Department of Psy- 
chiatry. The students seem to accept this 
as a matter of course. On one such occasion 
we were accused of being defensive, but by 
and large, students have been interested in 
what we have said and have often asked for 
further elaboration of our points after class 
and during coffee breaks. A number of stu- 
dents have participated in research projects 
with sociologists and, while there are typical 
problems of communication, they have usu- 
ally found these experiences to be worth- 
while and enjoyable. The feeling is ordinarily 
reciprocated. When working with students 
on research and theses projects we have to- 
tal responsibility for supervision of their 
work. This usually involves helping with 
the choice of research, close guidance of re- 
search design and the analysis of the data. 
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In the process, students read extensively in 
current social science theory and research. 


Relationships with Other Social Scientists 


Another issue which has served to guide 
our current teaching practices and to direct 
our future teaching is the question, “What 
is the social scientist’s relationship with oth- 
er scientists in the medical school?” At the 
moment, the Department of Psychiatry has 
employed approximately a dozen psycholo- 
gists who serve in their clinical capacities in 
yarious departments and agencies through- 
out the community. The psychologists have, 
on occasion, cooperated with sociologists on 
some research projects. However, the pres- 
sure of their duties prevents them from do- 
ing as much research as many of them feel 
they would like to do. They are generally 
envious of the position of the sociologist who, 
in their opinion, has almost an ideal arrange- 
ment here at Washington. Lacking, as we do, 
common problems and being separated eco- 
logically, it is not surprising that sociologists 
and psychologists have had little to do with 
one another, nor does there seem to be any 
indication that interaction will increase in 
the future. Should we be able to obtain a 
social psychologist and an anthropologist, as 
is the plan, we would expect a high degree of 
interaction between these individuals and the 
sociologists already on the staff. 

Until such time as these positions are 
filled, the sociologists will have to continue 
to teach in those areas which the anthropolo- 
gist and the social psychologist would: nor- 
mally include in his instruction. Thus, the 
social scientist’s teachings now include ev- 
erything from the effects of cultural prac- 
tices on illness to the implications of cog- 


nitive theory for medicine. Fortunately, one 


of the sociologists on the staff has had ex- 
tensive training in anthropology while the 
other two sociologists consider social psy- 
chology to be their strongest interest outside 
of medical sociology. However, we hope that 
in the near future a better division of labor 
involving the anthropologist and psycholo- 
gist will permit sociologists to concentrate 


more heavily and more satisfactorily on the 
mreas of their own competence. 


Content of Teaching 


What constitutes the social science subject 
matter presented to the medical student, and 
at what point in his career is the material 
given? A detailed description of the subject 
matter is not in order; however, we may 
outline the areas covered during the four 
years in seminars, lectures, and clinical 
teaching, accompanied by the relevant re- 
search and case material. 


Principal Content Areas 
First Year 


“Normal” structure and functioning of — 
social systems. 


Familiarization with concepts—social- 
ization, social control, social class, co- 
hesiveness, expectation, among others. 


Contextual emphasis for understanding 
individual behavior. 
Second Year 


“Social Pathology”—situational contri- 
butions to individual pathology. 


Cultural practices and illness—their ef- 
fects on attitudes toward illness, forms 
of illness—use of medical profession. 


Sick role—definition—legitimation. 
Third Year 


“Clinical emphasis.” 
staff relationship. 


Doctor-patient- 


Communication functions and problems. 


Patient care and management—effects 
of social class—collision of medical treat- 
ment and cultural practices. 

Fourth Year 
Hospital organization. 


Structure of medical professions—ca- 
reers—norms—practices—rituals. 


Sociological theory of health and illness. 
Research methodology. 


Best Way To Teach 


We may ask, “In what way is social sci- 
ence best taught, in an informal or formal 
setting, in an existing department or a new 
behavioral science department?” With re- 
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_ gard to the setting, our experience has been 
that voluntary choice of social science ma- 
terial on the student’s part has been impor- 
tant in the response we get. This has led us 
to prefer teaching in an informal setting, 
that is, where the lectures are interspersed 
throughout the medical ‘student’s career 
rather than concentrated in one or two for- 
mal courses. With regard to the required 
curricula, we are convinced that, despite cer- 
tain obvious disadvantages, the same materi- 
al presented in one consecutive set of lec- 
tures and discussions at any point in the 
student’s program would be less influential 
and less timely than the present spot lectures 
and lecture series interspersed throughout 
the four year period. Our policy has kept us 
up with the changing student needs, and 
places before the student material appropri- 
ate to his knowledge and development. Where 
we conduct formal courses, they are a part 
of the elective curriculum. 


Separate Department Not Wanted 


Another aspect of this question concerns 
whether the teaching should be in a new 
department of the medical school or within 
an existing department. Under our local cir- 
cumstances, we would prefer to continue as 
we have thus far, in a recognized department 
of the School of Medicine rather than in a 
new department, for example, a department 
of behavioral science. Such a department 
would doubtless command the least prestige 
in the medical school, since departmental] sta- 
tus appears to be determined predominantly 
by how close the practices of the faculty 
come to fulfilling the students’ role-image 
of a doctor, i.e., 2n individual who treats 
patients directly. We realize this position is 
in marked contrast to that held by. many 
social scientists who advocate that a separate 
behavioral science department is the most 
acceptable and satisfactory arrangement in 
the medical school. 


Another reason for opposing a behavioral 
science department arrangement is our fa- 
miliarity with the experience which engi- 
neering schools have had in establishing 
independent departments to teach such sub- 
jects as humanities and social science, ma- 
terial “foreign” to the basic content matter 


of engineering. These programs have been 
mutually unsatisfactory to faculty and stu- 
dents. Required courses from non-medical 
(or non-engineering) faculty places a severe 
strain on student and faculty motivation. 
Members of such a department very likely 
would experience a reduction in their direct 
contacts with other faculty members with 
M.D. training and thus lose many of their 
opportunities both to teach informally and 
to learn from these individuals whose opin- 
ions on social science are so influential in | 
molding student opinion. 


Our position on the question of a separate 
behavioral science department or integration 
with existing departments might have been 
different had there been indications of dis- 
crimination toward soeial scientists or if we 
were planning a substantial enlargement of 
our teaching program. Our local conditions 
may differ so from those of other medical 
schools that our position may not be suitable 
for those who are considering a more ag- 
gressive teaching program or who seek a 
more satisfactory promotion system within 
a department whose control is largely in the 
hands of behavioral scientists. 


Teaching Objectives 


The form of any teaching program is, in 
part, dependent upon the question, “What 
kind of professional person is the medical 
school trying to turn out?” Sociologists have 
no direct role in deciding what type of doc- 
tor is to be produced, but judging from our 
experiences thus far, this medical school ex- 
pects the physician to be sensitive to the 
types of issues which social scientists raise, 
such as problems of patient management, the 
impact of hospital organization on patient 
and physician behavior, problems of inter- 
personal relations between family members 
and the patient, the relationships between ill- 
ness and particular cultural practices and 
the difficulties of bringing about change in 
cultural practice to facilitate improved 
health conditions. The new medical practi- 
tioner is expected to have a broader perspec- 
tive on health and illness than his predeces- 
sors. The increasing acceptance and encour- 
agement of social scientists in the medical 
school supports this conception of the new 
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physician. In general, then, the physician 
from this medical school has become increas- 
ingly sensitive to the kinds of problems 
which social scientists in general have been 
studying for generations. In part, the social 
scientist has helped to produce this image. 
It is the hope of those w’ . have encouraged 
our participation in the medical curriculum 
that the effects of this emphasis will be bet- 
ter patient care, a fuller understanding of 
health and illness and a more satisfying pro- 
fessional practice. Our teaching is given di- 
rection by these goals for the new physicians. 


Impact of Social Scientists 


Finally, what impact have social scientists 


had thus far in the medical school? If our. 


impact has been small, should we change our 
approach? The continuous expansion of our 
_ teaching responsibilities is indicative of ac- 
'ceptance. The faculty members in various 
departments have shown interest in our 
work and increasingly have sought our as- 
sistance on research projects, requesting that 
we develop an interest or attempt to attract 
graduate sociologists to work on problems 
in their fields. Since we entered the medical 
school here eight years ago, our research op- 
portunities have broadened from psychiatry 
to public health, pediatrics, obstetrics, cardi- 
ology and physiology. Progress within the 
last two or three years has been so substan- 
tial that we anticipate a broadening of our 
interests and use by many other depart- 
ments in the School of Medicine. One of our 
major problems is our inability to meet the 
requests for teaching, research and consulta- 
tion. 


Our greatest impact on students has been 
with those who are writing honors theses 
and doing research in areas broadly defined 
as social science in medicine. There has been 
a steady increase in the numbers supervised, 


resulting in a more receptive climate among . 


the students in general. Perhaps through 
these students we have had some of our most 
Satisfying experiences thus far. 


‘While our impact on the faculty generally 


“has been encouraging, our over-ail impact on 


_ the students has been small. Our contact with 
_ Students, despite the extensive teaching indi- 
» cated in the chart, is still a very “modest 


amount. Furthermore, we rarely grade stu- 
dent performance; thus, social scientists are 
not one of the students’ important reference 
groups. Being a part of the Department of 
Psychiatry, we suffer somewhat from the 
generally low status which psychiatry and 
public health have among the medical stu- 
dents.? Nor are we physicians with clinical 
skills. Research in social psychology provides 
ample evidence for the proposition that 
where information sources are low in status, _ 
the credibility of their statements and their 
impact is low. This situation will not be 
changed materially by the activities of social 
scientists. When the departments of which 
we are a part achieve high credibility in the 
structure of the medical school, our impact 
with students similarly will rise. The signs 
are that psychiatry is strengthening its po- 
sition each year in the medical profession so 
that our continued association looks promis- 
ing. In the meantime we can do our share by 
being realistic in our appraisal of the situa- 
tion, by understanding the students’ feelings, 
by enriching the support from our M.D. col- 
leagues, by producing sound research, and by 
teaching meaningfully within the student’s 
frame of reference. 


Issues Remain 


Many issues remain, but those which have 
just been considered are thought to be most 
relevant to the question as to what form our 
teaching has taken thus far and the form it 
will take in the near future. Our experience 
has led us to be optimistic. Our optimism 
may be accounted for, in part, by the fact 
that we have emphasized the research as 
against the teaching function. Had we been 
more aggressive in our teaching, or been 
without our primary research duties, we 
might have been much less satisfied with the 
course of events as they have developed. It 
is our hope that this case history has pointed 
up some of the principal problem areas to 
be met by social science and medicine as 
these fields come to interact more intensively. 


2. Research on student ratings of departments 
bears this out. See Robert K. Merton et al, The 
Student Physiican (Cambridge: Harvard Univer- 
sity Press, 1957); and Harvey W. Smith, “Psychi- 
atry in Medicine,” The American Journal of Sociol- 
ogy, 58 (1957), 285-289. 
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IV 


THE SOCIAL SCIENTIST AS RESEARCHER AND 
TEACHER IN THE MEDICAL SCHOOL 


Julian Samora, Ph.D. 


The field of medicine offers the disciplines 
of sociology and anthropology excellent and 
stimulating opportunities for teaching and 
for research in a variety of settings. The op- 
portunities have increased in recent years 
as witnessed by the growing number of 
sociologists and anthropologists who have 
joined the staffs of various agencies con- 
cerned with health, including medical schools, 
governmental units (federal, state, and lo- 
cal), foundations, hospitals, research agen- 
cies, and voluntary health and welfare as- 
sociations. Many research projects have been 
undertaken and the bulk of the research, 
according to recent studies, is college- and 
university-based. The major field of training 
of the social scientists engaged in this re- 
search is sociology. 


The social scientists who are working in 
the field of medicine are engaged primarily 
in research and only secondarily, and some- 
times incidentally, in teaching and adminis- 
tration. That the social scientist is not en- 
gaged primarily in teaching health person- 
nel or students planning to enter the medical 
professions is understandable in light of the 
development of the respective disciplines of 
medicine, sociology, and anthropology. Most 
disciplines which have emerged and become 
associated with the field of medicine have 
done so first through research contributions, 
and as they have matured, they have been 
recognized as part of the preclinical curricu- 
lum of the medical school.? Pathology, bac- 


1. Odin W. Anderson and Milvoy Seacat, The 
Behavioral Scientists and Research in the Health 
Field (New York: Health Information Foundation, 
1957), Research Series 1; Robert L. Straus, “The 
‘ Nature and Status of Medical Sociology,” American 
Sociological Review, 22 (1957), pp. 200-204. 


2. George G. Reader and Mary E. W. Gross, “The 
Sociology of Medicine,” in Robert K. Merton, Leon- 
ard Broom, and L. S. Cottrell, Jr. (Editors), Sociol- 
ogy Today (New York: Basic Books, 1959), Chapter 


10. 


University of Notre Dame 


teriology, biochemistry, physiology, and phar- 
macology are cases in point. 


THE SOCIAL SCIENTIST ACQUIRING A ROLE 
IN MEDICINE 


Although the idea that medicine is a social 
science was expressed by some medical per- 
sonnel as early as the.1840’s,? it has been 
only in recent years that the disciplines of 
sociology and anthropology have been con- 
sidered to have much to offer the field of 
medicine, and these contributions have es- 
sentially been through research. There is 
considerable variety in the current research 
and an important literature is emerging in 
what might be called the sub-discipline of 
medical sociology. It has been suggested* 
that already four specialties are appearing in 
the sociology of medicine: the social etiology 
and ecology of disease, the sociological com- 
ponents in therapy and rehabilitation, medi- 
cine and. health care as a social institution, 
and the sociology of medical education. 


A current development in medicine is 
comprehensive medical care,® which differs 
from specialized medicine in that the focus 
is more the individual in his social environ- 
ment, rather than the physical aspects of dis- 
ease. It differs, too, from social medicine in 
that it is not as broad a concept, nor does it 
embrace the role of society in medicine and 
public health. Comprehensive medical care 
provides for the participation of a variety of © 


38. George Rosen, “What is Social Medicine?” Bul- 
letin of the History of Medicine, 21 (1947), pp. 674- 
733. 


4, Joseph W. Eaton, “The Social Science Content 
of a Medical Curriculum,” American Sociological 
Review, 21 (1956), pp. 614-617. 


5. J. D. Matarazzo, “Comprehensive Medicine: A 
New Era in Medical Education,” Human Organiza- 
tion, 14 (1955), pp. 4-9. 
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medical and paramedical personnel, includ- 
ing the social scientist, in the preventive and 
therapeutic situation. Thus the social scien- 
tist is given, in many instances, an oppor- 
tunity to con‘vibute to the field of medicine, 
in either a research, consultative, or teach- 
ing capacity. Along with the emergence of 
comprehensive medical care, two other devel- 
opments, according to Jaco,® have contributed 
to the introduction of social science into 
medicine. One has been a number of condi- 
tions which have brought about “a reap- 
praisal of current trends in medical practice 
and education, and a redirection of efforts 
toward a return to the ‘total patient’.” These 
conditions have been: (a) the increasing 
specialization of medicine; (b) the increas- 


ing technical component in medicine; (c) the > 


increasing costs of medical education, prac- 
tice, and treatment; and (d) the consequent 
criticism of medicine in general. The second 
development has been “the increasing recog- 
nition and treatment of ‘functional illness,’ 
those ailments without apparent physical eti- 
ology.” 


Role Yet to Be Crystallized 


The role of the social scientists is yet to 
be crystallized and their influence is yet to 
be evaluated. It is to this question that this 
paper is addressed. More specifically, how- 
ever, the problem with which this paper is 
concerned is the teaching of social science in 
medical schools. 


CLARIFICATION OF OBJECTIVES 


The teaching of social science in medical 
schools is not a new idea. Dr. Henry E. 


Sigerist in 1940 proposed a program (“for 


a@ new medical school that would train the 
physician that. tomorrow’s society will re- 
quire’), in which the following courses were 
included under his heading of Social Sciences 
and Humanities: Introduction to medicine, 
the physician in society, social’ medicine, 
languages and literature, history of science, 
history of medicine, philosophy, social an- 


6. E. Gartly Jaco (Editor), Patients, Physicians, 


aud Illness (Glencoe, Ilinois: The Free Press 
Ponapier i. 


, 1958), 


thropology, sociology of medicine, economics 
of medicine, medico-sociological conference, 
and field work.? The proposed curriculum 
was developed in a seminar on the develop- 
ment of social medicine held at Johns Hop- 
kins Institute of the History of Medicine. 
The objective of such a proposal was the 
training of a “social” physician in contrast 
to a “scientific” physician. The “social” 
physician trained in this program would be 
a scientist and social worker, a friend and 
leader of people, an individual who empha- 
sizes prevention of disease and becomes a 
therapist when prevention has failed. Stain- 
brook and Wexler® present a convincing ar- 
gument tor a department of behavioral sci-. 
ences within the organizational structure of 
the medical school. Their insistence upon an 
establishment of a separate department is 
based upon their experience in a medical set- 
ting where behavioral scientists have been 
employed. They feel that the colleagues of 
the behavioral scientists will develop a set 
of role expectancies for them that will high- 
ly reflect the department to which they are 
attached. The behavioral scientist is likely 
to acquire a “department role” rather than 
the “behavioral scientist role.” Thus a sepa- 
rate department of behavioral science will 
mean role specificity and role clarity. 


Forms of Teaching 


A recent survey by Straus? indicates: that 
a number of sociologists are engaged in 
teaching students in the health field as well 
as health personnel. The forms of teaching 
range from complete courses to incidental 
lectures and individual conferences. The per- 
sons to whom the teaching is addressed in- 
clude undergraduates, university graduate 
students, students of public health, medical 
students, nurses, and physicians. Thus, no 


7. Henry E. Sigerist, The University at the Cross- 
roads (New York: Henry Schuman, 1946), Chapter 
10 on “Trends in Medical Education.” 


8. Edward Stainbrook and Murray Wexler, “A 
Department of the Behavioral Sciences in the Basic 
Sciences Medical Curriculum”; multilithed from a 
paper read at the 111th Annual Meetings of the 
American Psychiatric Association, May, 1955. 


9. Robert E. Straus, “The Nature and Status of 
Medical Sociology,” American Sociological Review, 
37) 05-204. 
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consistent pattern of teaching has emerged, 
but the common objective appears to be: 
“. . . to previde medical personnel with an 
inderstanding of some of the processes of 
behavior involved in human responses to ill- 
ness and thereby facilitate a more effective 
and comprehensive approach to these prob- 
lems.” In another section he states: “Al- 
though he approaches the problem in many 
different ways, in nearly all instances the 
sociologist is trying to provide the medical 
student with a broader perspective for un- 
derstanding some of the social and cultural 
factors that may influence the etiology, or 
incidence, or prevalence, or course of a 
health problem; the response of the patient, 
his family, and his other social groups; or 
the total management of the situation.’ 


Proper Perspectives 


The point of view expressed in this paper 
is quite similar: the teaching of social science 
in a medical school should have as its aim 
the development among niedical personnel of 
an awareness of the importance of the social 
and cultural factors which may influence the 
preventive and therapeutic situation as it 
involves the interaction of health personnel 
with laymen. This means developing a point 
of view in which the importance of the so- 
cial scientist in the health situation is placed 
in proper. perspective, namely, that in teach- 
ing, in research, and in the development of 
a theory of medicine, the social sciences have 
a place along with the other disciplines. Mer- 
ton states: 


Contrary to the beliefs of many, it is not 
our function to teach medical students how 
to acquire tact, sympathy, and compassion 
for patients. We know no more and no less 
about that than anyone else, except in the 
sense in which understanding may have the 
side effect of producing sympathy. Nor is it 
our function to inculcate, in students or 
physicians, a sense of social responsibility, 
however important that may be. . . Sociolo- 
gists are not surrogates for teachers of social 


10. Ibid. 


11. Robert K. Merton, “Procedures for the Socio- 
logicai Study of the Values Climate of Medical 
Schools,” in Helen Hofer Gee and Robert J. Glaser 
(Editors), The Ecology of the Medical Student 
(Evanston: Association of American Medical Col- 
leges, 1958). 


ethics or civic leaders. It is our function to 
engage in scientific investigation of the or- 
ganization of social life, and once this is 
understood much can come, we believe, from 
continued collaboration of sociologist and 
medical teacher for this purpose." 


A DUAL ROLE FOR THE SOCIAL SCIENTIST 
IN ATTAINING OBJECTIVES 


The writer would argue for a dual role 
for the social scientist, that of teacher and 
researcher, preferably in a social science de- 
partment within the medical setting. The 
paitern of entry of the social scientist into 
medicine is varied, as Reader comments,?!” 
and necessarily so, because of the different 
circumstances under Which he is expected to 
work. But as a teacher he should teach some 
of the basic concepts in his discipline as they 
apply to the preventive and therapeutic 
situation. Some illustrations might be the 
concept of culture so well expressed in Saun- 
ders’? recent study; the social class concept 
in Koos’ book; Eaton’s'* observations on 
the extent to which medical staff was con- 
cerned with topics relevant to such concepts 
as social change, culture, and social struc- 
ture; the numerous concepts which are used 
in the case studies edited by Paul; and 
Simmons’ explication of the social status 
concept.!® 


The social scientist should also be able to 


11». Panel Discussion: The Role of the Sociologist 
in Medical Education. This panel was part of the 
program of the American Sociological Society at 
Seattle, Washington, August 29, 1958: Chairman, 
Samuel W. Bloom; Panelists Albert F. Wessen, 
George G. Reader, and Robert Strauss; Recorder, 
James K. Myers. 


12. Lyle Saunders, Culturel Difference and Medi- 
cal Care: The Case of the Spanish Speaking People 
of the Southwest (New York: Russell Sage Founda- 
tion, 1954). 


13. Earl L. Koos, The Health of Regionville (New 
York: Columbia University Press, 1954). 


14. Eaton, op. cit. 


15. Benjamin D. Paul (Editor), Heaith, Culture, 
and Community (New York: Russell Sage Founda- 
tion, 1955). 


16. Ozzie G. Simmons, Social Status and Public 
Health: Memorandum to the Committee on Preven- 
tive Medicine and Social Science Research (New 
York: Social Science Research Council, 1958). 
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illustrate to what extent and under what con- 
ditions disease, the behavior of patients, the 
behavior of healthy persons, and the behav- 
ior of medical and paramedical personnel 
are affected by factors of social organiza- 
tion.17 He should also be in a position to 
interpret relevant sociological and anthropo- 
logical research in the teaching situation. 


Ways of Teaching 


The manner of teaching employed to date 
varies considerably..In some instances cours- 
es such as “medicine-and society” are of- 
fered to pre-medical and pre-nursing stu- 
dents with some degree of success. Ideally 
this is an opportune time to offer basic 
courses in sociology and anthropology as well 
as the introduction to “medical sociology.” 
Another form is the series of lectures in 
already established courses in the medical 
curriculum in which the social scientists are 
given a block of time to introduce concepts 
and content from their disciplines. An objec- 
tion to this form of teaching is the lack of 
continuity of instruction. Two or three social 
science lectures, along with lectures on a 
variety of subjects, are not likely to accom- 
plish the desired goal. A third way of teach- 
ing is that of consultation with medical stu- 
dents, nurses, social workers, administra- 
tors, medical and public health personnel. 
While desirable, this type of teaching is us- 
ually limited to particular cases, and in many 
instances the more difficult “problem” cases; 
for example the recalcitrant T.B., the unco- 
operative unwed mother, the patient of dis- 
tinct ethnic affiliation who misses appoint- 
ments, etc. In these cases the social scientist 
is placed in the unenviable position of being 
asked for easy and quick solutions to most 
complex problems. When not involving these 
types of cases, and when the expectation is 
not a rapid resolution of an individual prob- 
lem, the consultation method can be very 
effective. 


Offering of full semester courses in the 
medical school curriculum is a fourth way 
that socia! science content is currently being 
taught. The writer’s objection to these 


17. The idea expressed is partly in a personal 
communication from Lyle Saunders, 


courses is based on his limited experience in 
one medical school, where there was consid- 
erable competition between established disci- 
plines for the student’s time, and the faculty 
felt that there was relatively little need for 
the addition of new courses in an already 
over-burdened curriculum. In this specific 
school, freshmen and sophomore medical 
students were under great pressure to learn 
basic medicine; they seldom saw patients, 
and it would nave been difficult to convince 
them of the value of specific social science 
courses even if the courses could have been 
included in the curriculum. Junior and senior 
medical students were concentrating on clin- 
ical medicine; although they had begun to 
see patients, the emphasis now was in the 
recognition, etiology, diagnosis, and treat- 
ment of disease. To introduce new courses 
at this point would probably have been a 
mistake. 

An effective teaching situation might be 
that which involves the social scientist in a 
health team where he is one of a number of 
specialists engaged in teaching a group of 
students. The point of view expressed here 
(namely, that the social scientist as a teach- 
er in the medical setting contributes the con- 
cepts of his discipline as they apply to the 
preventive and therapeutic situation; that 
he attempts to show under what conditions 
and to what extent disease, and the behavior 
of those who are ill, as well as the behavior 
of those who try to treat him, is affected by 
factors of social organization; and the inter- 
pretation of relevant sociological and an- 
thropological research), can be introduced in 
every clinical service as the social scientist 
partiicpates in the surgical, medical, psychi- 
atric, obstetric, pediatric, and gynecological 
rounds, and in the case conferences and staff 
conferences of the various services. A basic 
reason for favoring teaching in the confer- 
ences rather than in special courses is that 
more than likely the internes, residents, 
medical and paramedical staff will be in- 
volved along with the students. The con- 
tribution of the social scientist can be made 
by asking and answering questions which 
arise in the conferences, thus bringing to 
the medical personnel an awareness of an- 
other dimension to medicine besides the 
physical and medical aspects of disease. 
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Conference Challenges 


The following are kinds of questions that 
might be asked and to which answers might 
be provided: 


1. How valid and reliable is the history- 
aking technique? What built-in biases does 
it contain? What does it tell physicians about 
the patient and his family? What else might 
it include? 

2. What is the patient’s conception of his 
disease, or diseases in general? How does 
the patient’s conception of diseases ciffer 
from the physician’s conceptions? 

3. Where does the patient obtain his 
knowledge of disease? In this connection, 
how important are the views of other pa- 
tients, of family and friends, of medical per- 
sonnel? What misinformation does the pa- 
tient get from medical personnel? 


4. How does the patient interpret what is 
told him or what is left unsaid? 


5. How does folk medicine hinder or help 
in the course of treatment? 


6. Do patients understand instructions 
given them? How well do they follow them? 

7. Are family composition, living, and 
working conditions factors to be taken into 
account in the course of treatment? If so, in 
what way? 


8. Do dietary suggestions on the part of 
medical personnel take into account the pa- 
tient’s food habits? 


9. Do higher status patients get differen- 
tial treatment? 


- 10. What are the patient’s conceptions of 
his body, of disease causation, of disease pre- 
vention? 


11. Do different ethnic groups and reli- 
gious groups react differently to illness; to 
medical personnel? 


12. Is the organization of the hospital in 


- the best interests of both patients and medi- 
cal personnel? 


Types of Research 


The research that the social scientist en- 
gages in may be both in the area of sociology 
of medicine as well as sociology in medicine. 
Research in the former is focused on insti- 
tutional organization, value systems, medi- 
cine as a profession, etc. Research in the 
latter category focuses on doctor-patient re- 
lationships, specific therapeutic situations, 
patients’ beliefs and attitudes with regard to 
health and health personnel, etc. Although 
Straus’ considers research in the two areas 
to be incompatible, the writer does not. 
Whether the research is done by the social 
scientist alone or in an interdisciplinary 
team, the interpretation of the research in 
the teaching situation would presumably be 
the task of the social’scientist. - 


It is not suggested here that the research 
be limited to narrow problems of a practical 
nature. The medical setting provides an area, 
as Stern indicates, for the testing of the 
validity of current concepts, for research in 
any of the conventional topics in which the 
social scientist is likely to classify his inter- 
ests, and for “. . . the fruitful marriage of 
theory and practice. . .”% 


In the role of teaching and interpreting 
research the social scientist will have the op- 
portunity to develop among health personnel 
the viewpoint expressed in this paper. In the 
role of researcher he will have the oppor- 
tunity to do original research, to test con- 
cepts, to add to knowledge, and to develop 
theory. The social scientist, however, must 
maintain his professional identity, and must 
resist the temptation and pressures to be- 
come a therapist, or another technician, or 
an administrator, or a consultant with ready’ 
answers for seemingly simple questions. 


18. Straus, op. cit. 


19. Bernhard J. Stern, “Toward a Sociology of 
Medicine.” An address at the Annual Meeting of the 
Eastern Sociological Society, Yale University, March 
31, 1951. 
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James G. Roney, Jr., M.D., Ph.D., M.P.H. 


INTRODUCTION 


During the past decade there has been a 
progressively accelerating interest of public 
health personnel in. social sciences and vice 
versa. However, this interest on a world- 
wide basis began many decades ago among 
colonial administrators and missionaries, 
who felt the need to adapt western medical 
ideas about health to the cultures of the peo- 
ples being administered and of the souls be- 
ing converted. During World War II, this 
interest became more crystallized when the 
United States established technical assist- 
ance missions in South America to protect its 
- economic interest in sources of raw materials 
in these lands. After the War, as a part of 
foreign policy, the Point Four Programs 
which included health matters expanded this 
concept to friendly nations throughout the 
world. More recently, psychological, social, 
and cultural factors have been given atten- 
tion in the practice of public health within 
our own culture. In the past few years sev- 
eral volumes have been devoted to this sub- 
ject such as the works by Jaco,! Boek and 
Boek,* Paul,? Saunders,* and others. Also, 
references relating to this subject have been 
listed and commented upon by: Rosen and 
Wellin.® 


1. E. Gartly Jaco, Patients, Physicians, and IIl- 
ness (Glencoe, Illinois: The Free Press, 1958). 


2. Walter E. Boek and Jean K. Boek, Society and 
Health (New York: G. P. Putnam’s Sons, 1956). 


3. Benjamin D. Paul, Health, Culture and Com- 
munity (New York: Russell Sage Foundation, 
1955). 


4. Lyle Saunders, Cultural Difference and Medi- 
cal Care: The Case of the Spanish Speaking People 
of the Sowthwest (New York: ers Sage Foun- 
dation, 1954). 


5. George Rosen and Edward Wellin, “A Book- 
Shelf on the Social Sciences and Public Health,” 
American Journal of Public Health, 49 (1959), 441- 
454. 


N 


THE TEACHING 


University of Pittsburgh 


Reasons for the Interest 


The reasons for this interest are several. 
First, it may be noted that with our some- 
what advanced technical proficiency in pub- 
lic health there has been in the last ten years 
little progress in the extension of local health 
services to the nation. Sanders states: 


Analysis of three criteria of growth, geo- 
graphic expansion, annual expenditures and — 
number of full-time health department em- 
ployees, leads to the conclusion that there 
has been no growth in local health depart- 


‘ments since 1950. In fact, if the population 


increase in the areas with local health de- 
partments is taken into consideration, there 
is indication of a small decline. This could 
mean that other agencies are taking over 
certain needed health services, or that Ameri- 
can communities are not so much interested 
in health, or pethaps health needs that can 
be dealt with effectively by local health de- | 
partments have diminished.® 


Also where local health services are estab- 
lished, it is commonplace for health officers 
to observe that the established services are 
not being utilized. These facts, disappointing 
to the public health profession, have led to 
consultation with social scientists to try to 
alleviate this situation. Another reason is 
that in the epidemiology of accidents, mental 
illness and chronic diseases particularly, in- 
vestigators have looked to the social sciences 
for clues to the factors producing these ail- 
ments. A fourth reason probably is that, in 
some areas, social science “explanations” in 
public health have become a fad. A fifth rea- 
son might be attributed to the seriousness 
with which some public health people en- 
shrine definitions. Many leaders in public 
health of recent years have referred to pub- 


- lic health as ‘a social science for the purpose 


of emphasizing the behavioral aspects of the 


6. Barkev S. Sanders, “Local Health Depart- 
ments: Growth or Illusion,” Public Health Reports, 
74 (i 953} ’ 13 
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practice of public health. From the wide 
dissemination of these definitions I am cer- 
tain that many have logically deduced that 
since public health is a social science, socio- 
cultural factors must be important. 


DEFINITIONS OF PUBLIC HEALTH 


At the outset, it would be well to examine 
some definitions of public health. According 
to the World Health Organization, “Health 
is a state of complete physical, mental, and 
social well-being and not merely the absence 
of disease and infirmity.’® This statement is 
more of an idealistic goal than a realistic 
definition. Winslow’s definition is also some- 
what idealistic in the statement that follows: 

Public health is the science and art of pre- 
venting disease, prolonging life and promot- 
ing health and efficiency through organized 
community effort for the sanitation of the 
environment, the control of communicable 
infections, the education of the individual in 
personal hygiene, the organization cf medi- 
cal and nursing services for the early diag- 
nosis and preventive treatment of disease, 
and the development of the social machinery 
to insure everyone a standard of living ade- 
quate for the maintenance of health, so or- 
ganizing these benefits as to enable every 
citizen to realize his birthright of health and 
longevity.® 

The problem with this definition is that 
it is difficult to relate this conception to the 
profession of public health. If all this is per- 
formed through community effort, where do 
public health personnel fit in? Another criti- 
cism is the promotional aspect of the defini- 
tion which becomes meaningless in the actual 
operation of public health. 

Another definition at the other extreme is 
the ruthlessly practical one, which might be 
inferred from the activities of some public 
health personnel, that public health is the 
protection of the health of the community 
through establishing appropriate programs 


7. John J. Hanlon, Principles of Public Health 
Administration (St. Louis: C. V. Mosby Company, 
1955), pp. 19-21, 106-118. See also Lewis W. Hack- 
ett, “Public Health Reminiscences,” California’s 
Public Health, 10 (1952), No. 2. 


8. Hanlon, op. cit. 


9. Ibid. 


by the manipulation of the power structure 
of the community. 

Because these definitions are not suited to 
the practice of public health, we have found 
it necessary to draft an operational defini- 
tion of public health in terms of practice: 

The practice of public health is (1) the 
prevention of avoidable significant illness or 
disability or premature death (2) in any 
stage of the range of the condition (the dis- 
ease spectrum) (3) in a community (4) by 
control of causative agents, human and en- 
vironmental factors, (5) through activities 
of public health technicians, (6) utilizing 
public funds, and (7) with the support and 
cooperation of interested community groups 
and individuals, and the acquiescence and 
understanding of the majority of the com- 
munity. 

We feel that this définition is realistic, is 
understandable to the community, and is 
flexible enough to be operable. 


CONTRIBUTIONS OF THE SOCIAL SCIENCES TO 
PUBLIC HEALTH 


Having mentioned the developing mutual 
interest of public health and the social sci- 
ences, let us now discuss the contributions 
of social sciences to public health. These 
seem to fall into four categories: (1) pro-. 
gram development, (2) program operation, 
(3) office administration or management, 
and (4) epidemiology.! 


Program Development 


It is important here to consider two 
phases of culture. The first phase consists of 
the conservative values, behavior and atti- 
tudes more or less common to most adult 
members of. the society. The acquisition of 
this culture by the developing child is called 
socialization and it enables succeeding gen- 
erations to adjust to their environment and 
to become predictable. If acquired by some- 
one socialized in another culture, it is called 
acculturation. 


10. Annual Report (1958), Butler County Health 
Department (Butler, Pennsylvania: Butler County 
Health Department, 1959), p. 5. ‘ 


11. James G. Roney, Jr., “Medical Anthropology: 
A Synthetic Discipline,” The New Physiican, 8 (No. 
3), pp. 32, 33, 81. 
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Another phase of culture includes special- 
ized culture complexes which are not com- 
mon to all members of the society. The acqui- 
sition of this type of culture is through 
specialization. It may undergo more rapid 
change than the former, and it may conflict 
with the conservative body of culture. Fre- 
quently these complexes are associated with 
technological specialties, and the number of 
such complexes increases with technological 
advancement of the society. 

The conflict between a specialized culture 
complex and the conservative culture of a 
society is dramatically delineated in the im- 
pact of modern western technological influ- 
ences upon some non-western cultures. The 
same conflict relationship also exists where 


the technological complex develops within its- 


own general culture. 

An example of this conflict is seen in the 
development of public health programs in 
the United States. The body of technological 
knowledge in public health has outstripped 
the common lore in many areas. The public 
health complex in the United States has de- 
yeloped into a fairly well defined, and some- 
what rigid, body of knowledge, attitudes and 
behavior. Where public health programs are 
put into operation the techniques are well- 
developed, logical, and have proven some- 
what effective. However, frequently when a 
community has acquired a public health de- 
partment, the programs are not well’ re- 
ceived. Sometimes public health personnel 
become disheartened because the technically 
correct programs are not adopted with en- 
thusiasm by the community, even though 
such programs were developed to fill particu- 
lar needs in the community. Often it is for- 
gotten that this new culture complex is not 
attempting to fill a cultural vacuum. Rather 


this complex must compete with the common . 


conservative lore of the community which 
has the respectability of age and wide ac- 
ceptance.!* Thus we have a conflict between 
a specialized culture complex and the broader 
culture or subculture of the community. 

On the other hand the specialized culture 
complex likewise is not necessarily a com- 
pletely logical, scientific, and functiona! 
grouping of traits. The people who bear this 


12. Hanlon, op. cit. 


special knowledge have their own systems of 
value, hierarchy, behavior and even their 
own technical jargon. Their indoctrination 
in this complex has been just as thorough- 
going as has been the socialization of the 
rest of the community. Public health person- 
nel in general have not distinguished be- 
tween what is the essential, minimum, func- 
tional part of this complex from what is 
cultural frosting. This not-necessarily-func- 
tional portion of the public health complex is 
the area for grazing of Hanlon’s “sacred 
cows of public health.” Thus, in their own 
cultural complex, the specialists have become 
somewhat rigid and have fallen into the trap 
of rationailistic bias. Leavell remarks: 

It is not too difficult for us to accept the 
idea that our business in public health is to 
get others to change their behavior to make 
for healthier living. But when we ourselves 


are called upon to change, the idea is less 
acceptable.}* 


Once the minimum, functional complex has 
been established, the next problem is that of 
determining what essential changes must oc- 
cur within the culture or subculture in which 
it will operate. This decision requires a thor- 
ough understanding of the culture or sub- 
culture, and is a difficult one to make. One © 
may err too far on the side of adaptation and 
not attempt to bring about the necessary cul- 
tural changes, or on the side of rigidity in 
which too much change is attempted. 

In order to establish more successful pub- 
lic health programs, it is incumbent upon 
the practitioners of public health to deter- 
mine what is the minimum essential techno- 
logical complex, in order that this may be 
adapted to a culture or subculture, and to 
decide what modifications of the existing 
culture are necessary to the program. 


Program Operation 


Program operation involves the function- 
ing of a program within a particular culture. 
Culture change is often important in the 
sucessful operation of a program. Intentional 
culture change is usually considered a func- 
tion of health education which proposes to 


18. Hugh R. Leavell, “New Occasions Teach New 
Duties,” Public Health Reports, 68 (1953), 687-692. 
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alter attitudes, motivation and behavior con- 
sistent with program objectives. The effec- 
tiveness of health education activities in this 
regard is not well-documented. In fact, 
changes that occur perhaps represent “nat- 
ural” culture changes which are not the re- 
sult of anyone’s intent. 

It may be, as a matter of fact, that the suc- 
cess of some programs is not so much the 
result of excellence of design or effectiveness 

of health education activities as it is of prop- 

er timing, or the anticipation of trends of 
culture change. Harold D. Chope, M.D., Di- 
rector of the San Mateo County Department 
of Public Health and Welfare, realistically 
stresses the importance of opportunism. 

Assuming that there are- important inten- 
tional culture changes, Foster mentions cul- 
tural barriers and_ motivations to change, 
which are important in health programs.' 
Hanlon discusses examples of cultural bar- 
riers to health programs. 

The poliomyelitis vaccination programs 
have been investigated extensively by those 
seeking to find out why educational efforts 
were not particularly successful.'* 

Civil disasters have been studied by so- 
cial scientists under the auspices of the Na- 
tional Academy of Sciences—National Re- 
search Council and have been published in a 
series of Disaster Studies, with a view to- 
ward aiding in the establishment of more 
realistic Civil Defense measures. An excel- 
lent number in this series is a study of a 
tornado in Worcester, Massachusetts, by 
Wallace.17 


Office Administration or Management 


In a public health department, all mem- 
bers of the staff are involved in interperson- 


14. George M. Foster, Problems in Intercultural 
Health Programs, Pamphlet No. 12, Social Science 
Research Council, April, 1958. 

15. Hanlon, op. cit. 


16. Irwin M. Rosenstock, Mayhew Derryberry, and 
Barbara K. Carriger, “Why People Fail to Seek 
Poliomyelitis Vaccination,” Public Health Reports, 
74 (1959), 98-103. 


17. A. F. C. Wallace, Tornado in Worcester; An 
Exploratory Study of Individual and Community 
Behavior in an Extreme Situation: Disaster Study 
No. 3 (Washington: National Academy of Sciences 
—National Research Council, 1956). 


al relationships of a systematic nature. The 
staff forms a society, and has a specialized 
culture complex as mentioned above. Organ- 
ization charts indicate the official relation- 
ships of one person or group of persons to 
another but it is well-known that actual re- 
lationships are much different. 


Social scientists have made studies of the 
social structure of hospitals. Caudill, in his 
study of a psychiatric hospital, regards the 
organization as a social system-in which 
technical tasks are performed. He states, 
“These social processes must be identified 
and understood before it will be possible to 
utilize fully the potentialities of the hospital 
as.a therapeutic community.”}§ 


This viewpoint can be adapted to health 
departments. In thé health department of the 
author, we analyzed the organizational struc- 
ture of the staff. This process helped to pin- 
point some of the interpersonal relationship 
problems and to bring about improved staff 
relationships. Also, we analyzed the concep- 
tions of public health which the members 
expressed. This analysis emphasized the need 
for clarifying roles, functions and defini- 
tions, which led to the operational definition 
of public health mentioned above. Such in- 
quiries as these are what Straus calls “‘so- 
ciology of medicine.’® Barnett has depicted 
the role of the anthropologist in the admin- 
istration of the Trust Territories after 
World War II.*° 


Epidemiology 


The use of social science in the epidemi- 
ology of mental illness, chronic disease and 
accidents is well known. Heart and cancer 
studies have been performed utilizing cul- 
tural factors in the attempt to obtain leads 
as to possible etiology. 

In Jaco’s work, Patients, Physicians and 
Illness, the first section contains several 


18. William Caudill, The Psychiatric Hospital as 
a Small Society (Cambridge: Harvard University 
Press, 1958), p. 3. 


19. Robert Straus, “The Nature and Status of 
Medical Sociology,” American Sociological Review, 
22 (1957), 200-204. 


20. H. G. Barnett, Anthropology in Administra- 
tion (Evanston: Row, Peterson and Company, 1956). 
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papers on the sociocultural aspects of dis- 
ease. Opler discusses in some detail the 
epidemiology of mental illness and the part 
played by social sciences.** Gordon outlines 
the epidemiology of accidents and indicates 
the important sociocultural factors-in acci- 
dents.** 


PROBLEMS IN TEACHING SOCIAL SCIENCES IN 
SCHOOLS OF PUBLIC HEALTH 


The incorporation of the social sciences in 
the curriculum of schools of public health 
may be said to stem from two felt needs: 

(1) The need to know more of the facts 
of human behavior by those engaged in tech- 
nical operational pursuits. 

(2) The need to make specialization 
meaningful by relating special knowledge to 
a broader frame of reference. Bush has em- 
phasized the importance of being meaning- 
ful as well as learned.*4 

The prospectus of one of the schools of 
public health which has established a social 
sciences section states: 


Public health rests on the joint pillars of 
the natural sciences and the behavioral sci- 
ences. Much of the success of public health 
has come from the strength of the natural 
science pillar, but future success will depend 
on the strengthening of the behavioral sci- 
ence pillar. The sciences of anthropology, 
psychology and sociology, the basic disci- 
plines of the behavioral sciences, are now 
sufficiently advanced in theory and empir- 
ical research so that their contribution 
should be an important part of teaching in 
public health. 


The problems of teaching social sciences 
in a school of public health are well-known. 
The hazards are those of any cross-disci- 
Plinary function. They have been discussed 


21. Jaco, op. cit. 


22. Marvin K. Opler, Culture, Psychiatry, and 
Human Values (Springfield, Illinois: Charles C. 
Thomas, 1956). 


23. J. E. Gordon, “Epidemiology of Accidents,” 
American Journal of Public Health, 89 (1949), 504- 
515. 


24. Vannevar Bush, “We Are in Danger of Build- 
ig a Tower of Babel,” Public Healti: Reports, 68 
953), 149-152. 


at length by competent researchers, Here, I 
shall list briefly the main problems. 


Time Factor 


A course concerned with sociocultural fac- 
tors in public health or medicine, frequently, 
is taught by representatives from several 
disciplines. In order to integrate such a 
course, it is highly desirable that the teach- 
ers spend more time in interdisciplinary dis- 
cussion than is necessary in monodisciplin- 
ary courses. It is also important that, at least 
during the early years of development of 
such courses, each individual lecturer attend 
all sessions whether he is presenting the lec- 
ture or not. All this is time consuming but 
essential to course integration. 


Selection of Teaching Staff Members 


The interesting ceremony of selecting 
teaching personnel in departments of uni- 
versities in the United ‘States has been de- 
picted incisively by Caplow and McGee in 
The Academic Marketplace. This process is 
made even more difficult and confounding 
where several disciplines are involved. Mat- 
ters of cultural status, role, hierarchy on the 
one hand and temperamental and emotional 
characteristics on the other assume impor- 
tant’ proportions.”® 


Applicability 


Since personnel in public health are char- 
acteristically “practical” in most cases, one 
of the problems of teaching social sciences in 
a school of public health is the demonstration 
of immediate applicability of the material 
presented. This cannot be done uniformly. It 
can only be pointed out that, potentially, 
knowledge of sociocultural factors can be 


25. Theodore Caplow and Reece J. McGee, The 
Academic Marketplace (New York: Basic Books, 
Inc., 1958). 


26. William Caudill and Bertram H. Roberts, 
“Pitfalls in the Organization of Interdisciplinary 
Research,” Human Organization, 10 (1951), No. 4: 
12-15; also, J. H. Rohrer, “The Research Team 
Concept and the Cultural Pattern of Science,” 
American Journal of Psychiatry, 109 (19538), 677- 
683; and J. Brozek and A. Keys, “General Aspects 
of Interdisciplinary Research in Experimental Hu- 
man Biology,” Science, 100 (1944), 507-512. 
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useful. The purpose of teaching this material 
is to present a way of looking at human be- 
havior in relation to disease and health and 
to instill an alertness to situations in which 
the knowledge might be applied. Such courses 
should not be taught with the idea of making 
social scientists of nurses or administrators, 
but to make them aware of behavioral fac- 
tors in the pursuit of the health professions. 
Just as in statistics, where it is of value to 
be aware of use of statistical devices and to 
know when to call in a statistician, so in so- 
ciocultural problems, it is well to know when 
to seek expert help. 


Tradition 


There is still considerable opposition to 
sociocultural investigations in public health. 
This is partly due to cultural lag within the 
health professions and partly due to the 
early association of social scientists with 
health educators, the latter not being very 
secure in the health field themselves. Wheth- 
er this association was more detrimental to 
social scientists or to health educators, I am 
not at present prepared to say. 


Difficulties of Team Operation in Teaching 


The difficulties center about terminology, 
communication, common body of knowledge, 
methodology, integration of course presenta- 
tion and egalitarian fears of representatives 
from different disciplines.?7 


These difficulties are reduced in situations 
where faculty members have had some multi- 
disciplinary training.*® 


27. C. G. Sheps and E. E. Taylor, Needed Re- 
search in Health and Medical Care: A Biosocial Ap- 
proach (Chapel Hill: University of North Carolina 
Press, 1954). 


Ruesch suggests that maintaining double 
group membership, both in multidisciplinary 
team and in’a professional specialty also 
tends to alleviate the problems.”® 


CONCLUSIONS 


Since the behavioral aspects of public 
health are assuming more and more impor- 
tance in its practice, it is logical that the 
teaching of the social sciences become an 
integral part of the public health curriculum. 


The purposes of such teaching should not 
be to make psychologists of nurses or anthro- 
pologists of hospital administrators. Rather 
the purposes should be to present a way of 
looking at public health as a part of the be- 
havioral continuum, to show what tools of 
the social sciences might be used in tackling 
public health problems, and to indicate when 
social science consultation might be advis- 
able. The areas in which social science can 
make contributions are in program planning, 
program operation, office management and 
epidemiology. : 


The problems associated with teaching the 
social sciences are the ones frequently found 
in multidisciplinary efforts. They may be 
alleviated to some extent by multidisciplin- 


_ ary training and by maintaining one’s mem- 


bership both in the multidisciplinary team 
and in one’s particular profession. 


28. J. E. Gordon, “Problems of Team Endeavor 
in the Study of Chronic Disease,” Milbank Memorial 
Fund Quarterly, 31 (1953), 223-233. 


29. Jurgen Ruesch, “Creation of a Multidisciplin- 
ary Team: Introducing the Social Scientist to Psy- 
chiatric Research,” Psychosomatic Medicine, 18 
(1956), 105-112. 
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The impetus for this paper grew out of 
the author’s current research into the inclu- 
sion of the social sciences in the medical 
curriculum, as well as his observations while 
associated with the Training Program for 
Social Scientists in Medicine in Harvard 
University. Throughout the research, one re- 
current theme has loomed large in the inter- 
views and review of the literature: social 
scientists -and interested physicians con- 
stantly belabor the need for more adequately 
prepared “middlemen” to bridge the gap be- 
tween medicine and the “behavioral sci- 
ences.”’ The recent, rapid evolution in medi- 
cal education of a more “holistic” concept 
of medicine demands teachers of the social 
sciences who are capable of communicating 
effectively with medical students and medi- 
cal faculties. Of similar importance is a bet- 
ter understanding of the principles and prac- 
tice of medicine for social scientists who 
engage in medical research. 


BRIDGING THE GAP OF COMMUNICATION 
BETWEEN THE SOCIAL SCIENCES AND MEDICINE 


Many respondents have seen the factor of 
communication as central to the problems of 
collaboration between physicians and social 
scientists. None has failed to recognize the 
barriers created by the specialized vocabu- 
laries of the respective professions, nor those 
inherent in the dissimilar values and meth- 
ods of their different educational environ- 
ments. Differences in terminology as well as 
in levels of abstraction interfere with effec- 
tive communication. 


From a purely practical standpoint, it 
would seem that the burden of bridging this 
hiatus rests, for the most part, with the so- 
cial scientist. The relative rigidity of a physi- 
Cian’s training, the 1,2,3,4 relationship char- 
acteristic of medical ching, 
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the medical values of rapid results and strict 
practicality, the heavy financial and tempo- 
ral investments of a medical education, the 
disparity in earnings between medicine and 
the social sciences, and the apparent or real 
shortage of physicians in this country are 
but a few of the factors which serve to dis- 
suade physicians from defecting to the social - 
sciences. 


Who Builds the Bridge? 


Most social scientists are aware of the ne- 
cessity for their (rather than for the physi- 
cians’) preparing for this “middleman” role, 
and are anxious to secure the appropriate 
training. Increasing numbers of graduate 
students are requesting counseling about the 
best means whereby they may equip them- 
selves for the expanding field of “medical 
sociology.” Programs for training social sci- 
entists in medicine now exist (e.g., Harvard 
and Yale) and others are in the formative 
stage. There are, furthermore, other means 
of acquiring medical orientation (e.g., the 
Russell Sage Residencies). 


FOUNDATIONS 


This paper will attempt to formulate cer- 
tain guidelines for use in training programs 
by suggesting four requirements of an opti- 
mal graduate curriculum. They may, how- 
ever, be adapted to post-doctoral programs. 
Furthermore, the following proposed requi- 
sites are not patterned after any known on- 
going or formative program. They are, in- 
stead, the tentative conclusions of a physi- 
cian-social scientist whose primary interests 
focus on the benefits medicine will derive 
from a closer collaboration with the behav- 
ioral sciences. 


Interdisciplinary Foundation 


Regardless of his preferred discipline, the 
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sociologist, anthropologist, or psychologist 
who anticipates a career in medical-social 
science would best serve his interests by 
establishing a foundation in the other social 
disciplines. 

This recommendation requires no elabora- 
tion or defense because it merely states that 
which has been the philosophy and practice 
of the vast majority of the more enlightened 
of the present day leaders of all the social 
sciences. Restricting barriers thrown up 
around narrowly conceived disciplines have 
proven to be unrealistic and unproductive. 


The teaching of medical students and the 
interaction with clinicians certainly seem to 
demand the broadest utilization of the con- 
ceptual tools and data of all the social sci- 
ences. 


Human Physiology 


Provision should be made early in the 
graduate curriculum for a course in general 
human physiology. This need not approach 
the intensity of courses taken by medical 
students. It should, however, sufficiently 
cover the general principles of the functions 
of the various systems of the human organ- 
ism, together with the appropriate instruc- 
tions in anatomy that are required to under- 
stand these principles and relationships. 


A course of this nature provides an excel- 
lent foundation for further medical orienta- 
tion. Among the benefits that will be derived 
are: 


1. The student will develop an awareness 
‘of the roles biochemistry, laboratory technol- 
ogy, pharmacology, and the other biophysical 
disciplines play in medical research and 
practice. 


2. Great strides will be made toward 
“learning the language” of medicine. 


3. The student will be better prepared to 
comprehend a clinician’s explanations of a 
disease, medical therapy, or surgical pro- 
cedure. 


4. The student will subsequently feel more 
at ease within a medical environment. 


Adequate Exposure 


Each student should be provided an op- 
portunity to observe (or, better still, to par- 
ticipate in) the medical subculture. It is 
essential, however, that this exposure be suf- 
ficiently representative of that subculture. 
It must not be restricted to the artificial, 
atypical environment of the formal teaching 
ward rounds in a university hospital. Al- 
though teaching hospitals have much to offer 
the student in training or research, he must 
not be misled into the false assumption that 
they are representative of American medi- 
cal practice. Nor, for that matter, are psychi- 
atric hospitals, when observed out of the 
context of medicine in general, sufficiently 
orientating. 


An ideal program would provide periods 
of observation in each of the following: 


1. Emergency rooms and outpatient clin- 
ics of a city or county (general) hospital. 
Here is an excellent vantage point from 
which to view “medicine in the raw,” the 
stresses in the doctor-patient relationship, 
and the anxieties and crises .with which 
medical personnel must contend and to which 
they must adjust. 


2. A private general hospital.. Within this . 
context the student will be exposed to a more 
representative sample of the patient-hospital 
relationship in our society than may be 
gained at a teaching hospital. The stresses of 
hospital administration, the functions of the 
primary groups, the informal power strug- 
gles, and the roles of paramedical personnel 
are but a few of the other important objects 
of study. Furthermore, the doctor-patient 
relationship (in the context of private prac- 
tice) would be more amenable to observa- 
tion here than in the more-difficult-to-ar- 
range setting of the private practitioner’s 
office. 


3. A teaching hospital (general). The rel- 
ative ease of entree and other advantages of 
a medical school hospital are apparent. This 
setting is of particular value for those stu- 
dents who anticipate joining a medical fac- 
ulty. 


4. A psychiatric hospital. Justifications 
for including in the graduate’s curriculum a 
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period of observation in a psychiatric insti- 
tution are, of course, sufficiently apparent 
to make unnecessary their enumeration here. 


5. Medical School. It would be to the ad- 
vantage of prospective medical-social scien- 
tists to attend a few selected class sessions 
in the medical school curriculum (as, for ex- 
ample, an occasional clinical patient seminar 
or a family study seminar). 


Interdisciplinary Seminars 


Medical-social science concepts and re- 
search should be presented in seminars 
taught jointly by a social scientist and a 
physician. An attempt should be made to as- 
semble the seven to ten participating stu- 
dents from the various social disciplines. The 
benefits derived from this or similar courses 
have, it seems, been demonstrated in the 
Yale and Harvard programs. 


SUMMARY 


The need for more adequate training of 
social scientists in the medical subculture 
has been recognized. This training is neces- 
sary whether the social scientist contem- 
plates research in medicine or the teaching 
of medical students. 

Four requisites for an optimal training 
program have been advanced. When viewed 
as a whole, these curricular ingredients 
should serve to prepare an initial foundation 
of medical orientation, enable the social sci- 
entist to bridge the gap of communication 
problems, and increase his insights into the 
thinking and roles of the various medical 
personnel, to the end that more effective 
“middlemen” may evolve. _ 

These proposals are not meant to supplant 
the established methods and goals of a 
graduate curriculum, but are designed to 
complement them. Furthermore, there is 
nothing within such a program that might 
jeopardize the student’s identity as a social 
scientist. 
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Dorothy Fahs Beck (Family Service Asso- 
ciation of America), “The Dynamics of 
Group Psychotherapy as Seen by a Sociolo- 
gist.” Part I: “The Basic Process,” Part II: 
“Some Puzzling Questions on Leadership, 
Contextual Relations and Outcomes,” Soci- 
ometry, 21 (1958), 98-128, 180-197. 


The author states that “for the sociologist, 
group psychotherapy constitutes an unusual 
and little analyzed example of the deliberate 
creation of an artificial subculture and the 
manipulation of interaction in a special so- 
cial system to effect a change in the third 
of these major interrelated systems, namely 
personality.” In Part I the author attempts 
to outline from a sociological point of view 
the basic role prescriptions, proscriptions, 
and sanctions characteristic of this type of 
psychotherapy for noninstitutionalizee adult 
neurotics. From an examination of these pat- 
terns, an attempt is made to explain how and 
why the designated specially structured so- 
cial system can under favorable conditions 
achieve basic personality changes. !t is hypo- 
thesized that “. ... in sociological terms, an 
important key to its success lies in the use, 
in a selective and limited way, of social op- 
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posites, namely group values, norms, role 
prescriptions, role relations, and sanctions 
opposite in type from those characterizing 
the social setting in which the neuroses were 
originally learned. In this specially struc- 
tured reference group of peers, observation 
of the required norms inevitably leads par- 
ticipants to become aware of, experience, and 
discuss against anxiety, emotionally tinged 
or blocked feelings, ideas, and behavior in 
a social setting that assures a reverse or 
greatly altered outcome from that experi- 
enced in the original. socialization process. 
The result is the gradual extinction, cancel- 
lation, or correction of previously inappro- 
priate, handicapping, or outmoded learn- 
ings.” 

The author points out that while the basic 
process is in many respects similar to indi- 
vidual psychotherapy, it differs from this 
dyadic relationship in setting, technics, em- 


phasis, and interaction patterns. Its special 
assets include an increased affect, a greater 
realism in the experience of noncensure (or 
censure), an increased motivation through 
peer group stimulus and support, more con- 
vincing interpretations by reason of peer 


unanimity, a greater variety of behavior for 
therapeutic review, a more favorable effect 
on :self-concepts, a greater opportunity for 
role experimentation, a more intense train- 
ing in facing uncertainty, and a greater 
economy of therapist time. Its liabilities are 


traced to difficulties of predictability and . 


control and to its unsuitability for some 
types of therapists and patients. In general, 
the transplanting of a large component of 
the psychoanalytic process from the inner 
sanctum of the analyst to a group setting 
with peer participation is seen as both ex- 
ceptionally difficult and often highly pro- 
ductive. 

In Part I, therefore, the author inidieates 
how the peer group provides a specialized 
“reference group” where the particular devi- 
ant values necessary for the correction or 
neutralization of inappropriate or excessive 
anticipatory socialization could be given sup- 
port, py eg and embodiment in inter- 
action patterns. It left unanswered, however, 
“three turth 1er questions of fundamental in- 
‘terest to sociologists, namely: (a) How can 
the group members, at a time of life when 


personality is usually considered highly re- 
sistant to fundamental change, be brought 
to accept and follow a leader who, instead of 
expressing their basic norms, promotes their 
rapid reversal, especially in those areas most 
charged with emotion? (b) How can the 
group protect its part-time deviant subcul- 
ture from outside pressures from an often 
unsympathetic, or even contradictory, cul- 
tural context? (c) How can the process suc- 
ceed in facilitating an improved posttherapy 
adjustment to an external environment, even 
though it follows substantially different 
norms from those taught within the thera- 
peutic circle? The fact that therapy groups, 
when ‘successful, actually accomplish these 
three exceptionally difficult tasks has led the 
author to refer to these achievements as 
‘social miracles,’ and has stiinulated a search 
for explanations.” 

The keys to the analyst’s success in achiev- 
ing the radical norm reversals are seen to 
lie in: (a) selection of members for high 
motivation, (b) maximization of hope, (c) 
patterned functional requirements for lead- 
ers, (d) the leader’s “transference” assets, 
(e) use of gradients in the introduction of 
norm-reversal requirements, (f) the leader’s 
differential access to channels of informa- 
tion, (g) affinity of required norms to some 
aspects of the prevailing value structure, 
(h) the psychological rewards accruing to 
members, (i) protection of the group from 
outside pressures, and (j) the autonomy of 
the analyst. 

The author discusses the patterned pro- 
tective devices used by groups to minimize 
outside interference as including (a) secrecy 
of session content, (b) secrecy of member- 
ship, and (c) limitation on outside contacts 
of members and leader with role-set and 
status-set associates of members outside the 
group. These devices are compared with 


‘those used by secret societies. In addition, 


provocation to outside interference is mini- 
mized by (a) limitation of. goals to intra- 
group objectives, (b) limitations on “acting 
out,” and (c) placing of limits on secrecy. 
norms. The patterned liabilities and assets. 
of these devices are examined, together with 
their effectiveness in preventing gait 
tration of boundaries. 

Finally, the two-way poitthérapeutts cor- 
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rectional process of adjustment is described 
and hints are given as to the anticipated and 
unanticipated consequences, both functional 
and dysfunctional, of the process. C.W.A. 


2. 


Margaret J. Rioch and Ardie Lubin (Chest- 
nut Lodge, Rockville, Maryland, and Walter 
Reed Army Institute of Research), “Prog- 
nosis of Social Adjustment for Mental Hos- 
pital Patients Under Psychotherapy,” Jour- 
nal of Consulting Psychology, 23 (1959), 
313-318. ; 


The purpose of this research was to study 
the efficiency of the Wechsler-Bellevue Full 
Seale I. Q. and the Rorschach test in pre- 
dicting the social adjustment of mental pa- 
tients undergoing psychotherapy. The set- 
ting for the study was a private hospital 
where no shock or psychosurgical treatment 
is used. The basic philosophy of the hospital 
is that although patients may require years 
of hospital treatment, ‘‘all patients, no mat- 
ter how deeply psychotic, can recover.” The 
criterion for social adjustment was “where 
does the patient live” as therapy progresses 
(e.g., on the disturbed ward, convalescent 
ward, out-patient, etc.). No attempt was 
made to predict personality changes. Both 
the Wechsler-Bellevue and the Rorschach 
predicted the patient’s progress in social ad- 
justment with a validity of .50. Poor per- 
formance on either test was highly related 
to non-improvement but good test perform- 
ance had little predictive value. E.S.B. 


3. 


Robert H. Hardt and Sherwin J. Feinhand- 
ler, (Syracuse University and Harvard Uni- 
versity), “Social Class and Mental Hospital- 
ization Prognosis,” American Sociological 
Review, 24 (1959), 815-821. 


This investigation of the duration of in- 
itial hospitalization of a cohort of male schiz- 
ophrenics is viewed as a partial replication 
of Hollingshead’s New Haven study which 
revealed that the social class level of the pa- 
tient is inversely related to the risk of con- 
tinuous long-term hospitalization. This gen- 
eralization was confirmed at a highly sig- 
nificant level in the present- population. 


Moreover, additional findings revealed that 
the relationship could not be accounted for 
by such factors as class differences in ad- 
mission procedures, clinical characteristics, 
or condition at the time of discharge. AA 


4, 


M. Powell Lawton (Norristown State Hos- 
pital,, Norristown, Pennsylvania), “The 
Screening Value of the Cornell Medical In- 
dex,” Journal of Consulting Psychology, 23 
(1959) 352-356. 


This research concerns the problem of 
screening general hospital patients for po- 
tential psychiatric disorders. More specific- 
ally, the research involves validating the 
Cornell Medical Index (CMI) as a technique 
for recognizing potential psychiatric pa- 
tients. A total of 116 consecutive medical 
and surgical admissions to a general hospital 
were ranked into. one of three groups: (1) 
no history of psychiatric problems; (2) pres- 
ence of tension or psychosomatic disorder on 
basis of clinical examination; (3) presence 
of a clinically diagnosed psychiatric disorder. 
Also, 34 psychiatric admissions constituted a 
fourth criterion group. The CMI consistently 
separated the patients into their proper cate- 
gory and appeared to be a promising tool for 
screening potential psychiatric patients in a 
general medical setting. Base rate problems 
and cutting scores for selecting patients are 
discussed in the article. E.S.B. 


5. 


Edward J. Murray and Melvin Cohen (Wal- 
ter Reed Army Institute of Research), “Men- 
tal Illness, Milieu Therapy, and Social Organ- 
ization in Ward Groups,” Journal of Abnor- 
mal and Social Psychology, 58 (1959), 48-54. 


The basic purpose of this research was to 
test the hypothesis that there is a positive 
relationship between degree of mental illness 
and disturbance of social relationships. Using 
a sociometric questionnaire, the social organ- 
ization of a control ward (orthopedic ward) 
was compared with an open psychiatric ward 
and a locked psychiatric ward. The results 
indicated that the greater the degree of men- 
tal illness, the less complex was.the ward 
social organization. The results also indicated 
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that a ward involving milieu therapy showed 
a degree of social interaction and organiza- 
tion that was very similar to that of the 
control ward. Thus, a “milieu therapy” ward 
appears to provide an environment that en- 
courages more normal social relationships 
than the more traditional forms of ward or- 
ganization in mental hospitals. E.S.B. 


6. 


Brian Watkin (State Registered Nurse, 
Great Britain), “Great Britain’s New 
Health Act,” Nursing. Outlook, 7 (1959), 
648-649. 


For the first time in English Law, the 
psychiatric patient’s admission to a hospital 
has become a matter for medical jurispru- 
dence rather than a purely judicial, and pos- 
sibly primitive procedure. Great Britain has 
enacted a new law for the purpose of remov- 
ing the stigma and primitive aspects of men- 
tal illness. The new act provides that the 
distinction between mental and mental de- 
ficiency hospitals and general hospitals no 
longer be recognized by law. Any hospital 
will be able to admit any patient the doctors 
feel they can help. Informal admission of 
yoluntary patients is thus made possible 
rather than formal commitment. Greater 
emphasis is made on community care and 
the local health authorities, as distinct from 
hospital authorities, as an aid to mental dis- 
turbances. This new law further provides 
that the legal responsibility for a patient’s 
being detained under compulsory powers is 
to be vested in the doctor in charge of the 
patient’s treatment rather than in the medi- 
cal superintendent of the hospital. The new 
law permits all kinds of hospitals to admit 
all types of patients, whether or not they 
are being legally detained. It is thought that 
this will result in more hospitals setting up 
psychiatric units. The Mental Health Act of 
1959 provides for two principal forms of 
compulsory admission to hospitals: for ob- 
servation up to 28 days, or for treatment. 
In either case an application must be made 
by either the nearest relative or by a mental 
Welfare officer, and this must be indorsed 
by two medical recommendations, including 
One from a doctor with psychiatric experi- 
ence. In the event of an emergency a patient 


may be taken to a hos»ital on a single medi- 
cal recommendation, but this must be sub- 
stantiated by a second medical recommenda- 
tion within three days, or the patient will be 
discharged from the hospital. It is further 
declared that no person shall be deemed suf- 
fering from a mental disorder by reason only 
of promiscuity or other immoral conduct. 
This represents the first attempt in British 


' law to secure compulsory treatment for the 


“psychopath” before some criminal act. 
brings him to the notice of the court. Fran- 
ces Lipscomb 


7. 


Marvin K. Opler (School of Medicine, Uni- 
versity of Buffalo), “The Contribution of 
Social Psychiatry to Preventive Psychiatry,” 
Diseases of the Nervous System, Monograph 
Supplement, XX (May, 1959), 1-8. 


Psychiatry, and in particular social psy- 
chiatry, studies the etiology and dynamics 
of mental disorders seen in their total en- 
vironmental setting. Three earlier publica- 
tions of the author, in book form, are used 
to establish the starting point in some basic 
propositions for the current article. In Op- 
ler’s Culture, Psychiatry and Human Values 
(1956), he demonstrated that mental ill- 
nesses are processes in human behavior that 
had changed markedly as human history and 
its social and cultural settings for illness had 
changed. These changes were observed in 
epidemiology, both cross-cultural epidemiol- 
ogy and the changes in epidemiology in Eu- 
rope and America historically in one tradi- 
tion or embodying a few societies. Similar 
changes were observed in the developmental 
courses of various psychiatric disorders, and 
in techniques of prevention and therapy. 
What, therefore, does prevention mean to- 
day? In Opler’s contribution to The Sympo- 


sium on Preventive and Social Psychiatry, 


issued by the Walter Reed Army Institute 
of Research (1958), the methods and scope 
of the Midtown-Yorkville Studies, in which 
Rennie and Opler collaborated, were used to 
illustrate’ the appropriate interdisciplinary 
methods of social psychiatry research in 
complex populations. Again, in discussing 
methodology, it was pointed out that no fact 
about human conduct can achieve a proper 
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significance without reference to the indi- 
vidual’s culture values and socio-economic 
position. Social psychiatry therefore pro- 
vides a method concerned with preventive 
techniques. That the psychological field in 
which human behavior takes place is always 
socially and culturally constituted has also 
been: recently demonstrated in Culture and 
Mental Health, M. K. Opler (ed.), Macmil- 
lan Company (1959). Against this back- 
ground, man’s responses can never wholly 
be reduced to stimuli derived from a so- 
called “objective” physical world alone. The 
Midtown-Yorkville studies of Rennie, Opler 
et al provide statistics on adjustment, 
amount of disorder and degree of disorder 
which show social and cultural differenc 

or variations. A summary and comparative 
treatment of such data allow for further 
comparisons and contrasts with the Redlich 
and. Hollingshead Yale study (Social Class 
and Mental Illness, 1958). Intercomparisons 
are also made of the somewhat different 
studies of the schizophrenias by Opler and 
by the Yale group. The schizophrenias are 
discussed both as end-products of a disease 
process in the individual case, and for 
groups, a disease process in which there are 
no effective brakes (therapeutically) in the 
social scene. Thus, lower and lower-middle 
class ethnic populations have appeared prom- 
inently in the literature of the United States 
for the schizophrenias. Rennie’s work on 
malignant or benign prognoses of longstand- 
ing psychoneurotic illnesses is cited along 
with two other types of studies, Opler’s an- 
alysis of ethnic group variations in the schiz- 
ophrenias and the Yale study data on both 
. neuroses and schizophrenias. These three 
studies converge in illuminating an environ- 
mentalist discussion of the schizophrenias 
and their strikingly contrasting forms. Fi- 
nally, existentialist “anthropology” and phe- 
nomenological movements in psychiatry’ are 
also contrasted with Freudian and Neo- 
Freudian psychodynamic approaches. The 
former are found to be largely reducible to 
a subjectivism having undifferentiated social 
premises; or else, social and cultural factors 
' are eliminated entirely. This existentialist re- 
ductionism is useless for a viable social psy- 
chiatry, though both are interested in ““mean- 
ings” for individuals. Such-method would 


leave preventive psychiatry empty-handed. 
Research design and differentiated sample 
studies are next discussed as a method of 
involving “deterministically generic patterns 
in terms of social and cultural variables.” A 
Neo-Freudian position must turn in this di- 
rection, sooner or later, and be expanded in 
such studies. It too must turn away from ex- 
treme subjective reductionism. The proper 
research modes of social psychiatry lead to 
knowledge useful in preventive psychiatry 
not only by noting those groups in society 
that are most pathogenic, but by denoting 
the actual pathogenic processes in both their 
environmental setting as they affect large 
numbers, and in their impact or narrower 
effect upon the individual case representing 
the larger social group. AA 


8. 


John A. Clausen and Erwin L. Lynn (Lab- 
oratory of Socio-Environmental Studies, Na- 
tional Institute of Mental Health), ‘‘Public 
Reaction to a Severe Polio Outbreak in Three 
Massachusetts Communities,” Social Prob- 
lems, 4 (1956-1957), 40-51. 


Following a rapid increase in the incidence 
of polio cases in the Boston area in July of 
1955, the staff of the Committee on Disaster 
Studies of the National Research Council 
and the staff of the Laboratory of Socio- 
Environmental Studies of the National In- 
stitute of Mental Health, working together, 
decided to undertake a field survey to meas- 
ure the public reaction to the increase in*in- 
cidence of polio cases. The data presented 
bear on two aspects of response to the threat 
of a polio epidemic: (1) communications 
about the disease threat, and (2) appropri- 
ate actions toward it, as carried in the local 
press, and individual perceptions, attitudes 
and actions on the part of mothers of young 
children. Because of limited resources and 
time it was decided that the field study 
should focus primarily upon the perceptions, 
attitudes, and actions of parents of children 
in the elementary schools as these related to 
the issue of postponing the opening of the 
fall term of school. In this respect, health 
department and other responsible officials 
had concluded that the opening of school 
would not be of anv greater danger than 
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otherwise was present. The evidence from 
the survey indicated that only a reiatively 
small portion of the involved parents actual- 
ly regarded the opening of school as a real 
threat; however, this small proportion of 
parents was able to make its opinions felt 
to such a degree that official policies were 
modified. A basic question raised by the 
authors relates to the possible consequences 
of a situation in which recognized and re- 
sponsible public officials are able to be de- 
terred in their duties by the protests of a 
small part of the involved population, with- 
out a counter pressure from the remainder, 
in this case, of the parents who were either 
gmconcerned or felt that the schools should 
be opened on schedule. R.H.T. 


9. 


Elliot McGinnies, Robert Lana, and Clagett 
Smith (University of Maryland), “The Ef- 
fects of Sound Films on Opinions About 
Mental Illness in Community Discussion 
Groups,” Journal of Applied Psychology, 42 
(1958), 40-46. 


To what extent does the showing of mental 
health films and discussions of the films 
influence opinions about mental illness? In 
this study, PTA and child study groups in 
Prince Georges County, Maryland, were used 
as experimental and control groups in two 
separate experiments designed to explore 
this problem. A 47-item questionnaire con- 
cerning mental illness was administered be- 
fore and after the various experimental ses- 
sions. The results suggest that showing one 
film did not significantly change opinions 
but that showing three films did. Group dis- 
cussion of the films had little effect on 
changing opinions. E.S.B. 


10. 


Jum Nunnally (Institute of Communications 
Research, University of Illinois), “The Com- 
munication of Mental Health Information: 
A Comparison of the Opinions of Experts 
and the Public with Mass’ Media Presenta- 
tions,” Behavioral Science, 2 (1957), 222- 
230. 


With the advent of television, the impact 
Of information disseminated by such media 


upon the general public has aroused much 
interest and speculation. This study presents 
a comparison of the opinions about mental 
health problems held by experts (psycholo- 
gists and psychiatrists) and the general pub- 
lic with the points of view expressed and 
portrayed in the mass media of communica- 
tion. A content analysis of the media indi- 
cates that it presents ideas about mental 
health which are further removed from the 
opinions of experts than are the opinions 
held by the average man. AA 


11. 


Robert J. Kleiner and Seymour Parker 
(Commonwealth Mental Health Center, Phil- 
adelphia Region and Jefferson Medical Hos- 
pital), “Migration and Mental Illness: A 
New Look,” American Sociological Review, 
24 (1959), 687-690. 


This paper re-examines the question of 
first admission rates to mental hospitals of 
interstate migrant and non-migrant Negroes 
in Pennsylvania. The sample used in the 
study, composed of 2,013 first admissions of 
Negroes to Pennsylvania state psychiatric 
hospitals during 1951-1956, was. divided into 
a southern Negro group, a northern inter- 
state migrant group, and a native-to-Penn- 
sylvania group. The sample was further di- 
vided by age and sex. The procedure involved 
comparing the expected or “normal” number 
of persons (based on the 1950 census fig- 
ures) who would be admitted to the psychi- 
atric hospitals, with the number in each’ 
category which was actually admitted. The: 
Chi-square method was used to test for sta-' 
tistical significance. The data clearly indi- 
cate the under-representation of the southern 
Negro migrant population in the statistics 
on first admissions, while both the northern 
migrants and natives are over-represented. 


These results are consistent for all categories 


except the seventy and over age group. Rea- 
sons given as to why the results differ strik- 
ingly from those reported in previous studies 
include (1) the possibility of there being a 
discrepancy between the level of aspiration 
and goal attainment for the native Negroes, 
as compared with the migrants, with the 
greater stress among the former, and (2) 
the possibility that socio-economic conditions 
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and motivational factors affecting migra- 
tions are different for the population studied 
by this sample, as compared with earlier 
populations studied. The authors believe 
their data tend to support those investiga- 
tions that cast doubt on the assumption of 
psychopathogenic qualities of the interstate 
migration experience itself as an important 
factor in mental disorders. This study -indi- 
cates the need for going beyond the gross 
epidemiological inquiries and suggests hypo- 
theses for more refined research. R.H.T. 


12. 
Sidney M. Jourard, (University of Florida), 


“The Bedside Manner,” The American Jour- 
nal of Nursing, 60 (1960), 63-66. 


This article comments on the so-called bed- 
side manner of the nurse and the way in 
which the type of behavior characterized by 
the bedside manner may interfere with 
achievement of many of the aims of nursing. 
This stereotyped mode of behavior is com- 
pared with what is sometimes described as 
character armor. This type of behavior 
stifles spontaneity, engenders rigid interper- 
sonal behavior and prevents the nurse and 
patient from really knowing each other. Fac- 
tors in the nursing education program which 
contribute to the development of a stereo- 
typed mode of behavior at the bedside are 
discussed and suggestions made for altering 
the program so that students may develop 
in such a way that they will not find it neces- 
sary to hide their real selves behind a pro- 
fessional mask in their relationships with 
patients. L.H. 


13. 


John D. Porterfield (Deputy Surgeon Gen- 
eral, U. S. Public Health Service), “The 
Practical Nurse—Her Place in the Sun,” 
Nursing Outlook, 7 (1959), 656-659. 


During the 1930’s schools were established 
to train the so-called practical nurses. A 
form of practical nursing had actually been 
practiced by certain religious orders both in 
Ireland and Continental Europe since the 
Seventh Century. A type of this form of 
nursing care has also been performed in 
America.since the founding of the first colo- 


nies. During the nineteenth century in Amer- 
ica as communities grew and epidemics 
raged, mature women, who had a knack for 
nursing and who commanded the confidence 
of physicians, found employment as a form 
of the practical nurse. This early day type 
of nurse was characterized by being adept 
at improvising for the sick with the materi- 
als available, patient, kind, self-effacing, ob- 
servant, methodical and calm. Since “miracle 
drugs” did not exist at that time to help 
combat epidemics, “good nursing” consisted 
of constant and skillful attention to keep the 
patient’s vital functions operating properly 
by way of water balance, proper nourish- 
ment, reduction of fever, maintaining the 
patient’s comfort. From 1900 to approxi- 
mately 1938 the practical nurse status sus- 
tained a period of decline. This was due to 
many factors among which were: a failure 
to keep abreast of medical progress, decline 
of physician recruitment and training, poor 
pay and a decline of consumer demand for 
this kind of nurse. The lack of employment 
during the depression caused the nursing 
profession to fight the practical nurse pro- 
fession. The educational and training stand- 
ards of practical nurses did not begin to 
measure up to those of graduate registered 
nurses. Hospitals over the nation during the 
depression also found their nursing schools 
and student nurses could be profitably util- 
ized as a cheap labor force to care for their 
patients. World War II altered this situation. 
Now a great need arose to supplement the 
nursing force and practical nurses became 
again acceptable professionally. Today the 
practical nurse is once again acceptable for 
nursing care in the private home. The home- 
owner only requires from the physician 
that the nurse is qualified as to character 
and has adequate training. It is predicted 
because of a large population increase by 
1970 that a great number of practical nurses 
will be needed. Even today the demands for 
practical nurses exceed the supply. Frances 
Lipscomb 


14, 


Miriam M. Johnson, and Harry W. Martin, 
(University of North Carolina), “A Socio- 
logical Analysis of the Nurse Role,” Amer- 
ican Journal of Nursing, 58 (1958), 373-377. 
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This paper discusses the specific role of 
the nurse in the doctor-nurse-patient social 
system. The doctor-nurse-patient relation- 
ship is viewed as a social system with exter- 
nal and internal problems common to all so- 
cial groups. Actions toward solving external 
problems are designated as instrumental ac- 
tions while those related to maintaining 
group equilibrium are designated as expres- 
sive actions. The instrumentai problem in the 
doctor-nurse-patient relationship is that of 
getting the patient well. The expressive prob- 
lem of the system is that of managing ten- 
sions of system members which are in part 
the result of activities necessary to achieve 
the goal of getting the patient well. Without 
minimizing the value of the nurse in per- 
forming technical procedures for the benefit 
of the patient, the authors state that the fun- 
damental significance of these activities 
comes from the expressive role played by the 
nurse in carrying out the procedures. L.H. 


15. 
Anita M. LePage, (Butler Health Center, 
Providence, R. I.), “A New Role for the 


Psychiatric Nurse,” Nursing Outlook, 7 
(1959), 709-711. 


The psychiatric nurse from hospitals can 
visit patients at their homes to provide com- 
plementary service to that of the public 
health nurse. The concept of treating pa- 
tients without the aid of “locked doors” and 
in the home is not a new idea. A fairly new 
idea, however, is the concept of integrating 
psychiatric service by home visits as a fol- 
low-up of hospital treatment. Since the home 
and not the hospital is the normal habitat of 
the patient, the home visits have proven in- 
deed beneficial. Since the home, the family 
and personal friends of the patient constitute 
a portion of the patient’s environment, the 
worth of “home treatment” can be realized. 
On the other hand, treatment within a hos- 
pital may be advisable if the home environ- 
ment was the original cause of psychiatric 
treatment. Therefore, sometimes the “home” 
environment must be radically changed prior 
to the patient’s returning home. Not all pa- 
tients’ problems are caused by parents or 
Other home conditions. The home visiti 
Murse should be capable of adj 


to new and changing situations of the pa- 
tient’s home. The Butler Health Center and 
the mental health nurse with the Rhode Is- 
land Public Health Nursing Association are 
currently exploring how the public health 
nurse can be of value in psychiatric home 
visits. Frances Lipscomb 


16. 
Carl C. Seltzer (Harvard University), “Mas- 
culinity and Smoking,” Science, 130 (1959), 
1706-1707. 


Recent studies suggest a relationship be- 
tween heavy smoking and lung cancer and 
coronary cisease. What are the causes of 
heavy smoking? This study deals with the 
relationship of the masculine component to 
the smoking habits of 252 Harvard College 
sophomores who were studied originally be- 
tween 1938 and 1942 because of “their lack 
of visible abnormality.” Since that time these 
men have had annual physical examinations 
and have also filled out questionnaires which 
included data on their smoking habits. The 
men were divided into heavy smokers (37.7 
per cent), moderate smokers (38 per cent), 
and non-smokers (24.3 per cent). Masculine 
component was based on a physical anthro-: 
pological examination and relates to body 
build—the more a S’s anatomical traits tend 
toward extreme masculine form, the stronger 
the masculine component. The findings sug- 
gest that weakness of masculine component 
is positively related to smoking (or that 
strength of masculine component is inversely 
related to smoking). Other characteristics, . 
including some personality characteristics, 
of the weak masculine component subjects 
are presented. The author emphasizes that 
the results should not be considered conclu- 
sive. If the results are verified by further re- 
search, however, the author suggests that 


-“smokers and non-smokers might differ in 


their susceptibility to disease because of their 
biological nature, apart from the element of 
smoking itself.” E.S.B. . 


17. 


Gordon W. Bronson (University of Cali- 
fornia, Berkeley), “Identity Diffusion in 
Late Adolescents,” Journal of Abnormal and 
Social Psychology, 59 (1959), 414-417. 
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The purpose of this study was to test hypo- 
theses related to Erikson’s concept of “‘iden- 
tity crises’ and “identity diffusion” relative 
to late adolescence. Erikson describes late 
adolescence as a period of self-evaluation in 
which individuals are redefining their sense 
of self—during this period there is “identity 
diffusion,” i.e., “the individual experiences 
uncertainty as to which of the manifold self- 
images derived from earlier self-conceptions 
and from projected ideal selves is most truly 
he.” The following hypotheses were con- 
firmed in this study: late adolescents are 
confused about the relationship of their past 
and current concepts of self; they are in a 
state of heightened anxiety; their feelings 
about self are very variable; their concept 
of self is uncertain with regard to interper- 
sonal reletionships. Using measures from 
perscnal interviews and the semantic dif- 
ferential, these four aspects of defining a 
concept of se!f were found to be highly inter- 
correlated, supporting the hypothesis that 
“identity diffusion” is “‘a significant variable 
descriptive of variations among persons of 
this age group.” E.S.B. 


18. 


Harvey L. Smith (University of North Caro- 
lina); “Psychiatry in Medicine: Intra- or 
Inter-Professional Relationships?” American 
Journal of Sociology, 63 (1957-1958), 285- 
289. 


“The‘role of psychiatry in medicine demon- 
strates the associative forces within a profes- 
_ sion and the range of differences tolerated. 
Divisive forces include technical skills, con- 
ceptual systems, scientific orientation, his- 
torical background, and problems of confi- 
dentiality. Integrative forces are the profes- 
sional politics of psychiatry and medicine, 
changing concepts in medicine, high social 
rewards to physicians, and, most important, 
the continuing identification provided by the 
shared early medical training. The result is 
the conflict-filled role-reciprocal of psychi- 
atrist-physician. The responses of individual 
psychiatrists to the conflicting strains of 
differentiation and integration provide an 
area for collaborative research by psychiatry 
and sociology. AA 


19. 


Joseph Ben-David (Eliezer Kaplan School of 
Economics and Social Sciences, The Hebrew 
University, Jerusalem, Israel), “The Profes- 
sional Role of the Physician in Bureaucrat- 
ized Medicine: A Study in Role Conflict,” 
Human Relations, XI (1958), 255-267. 


Bureaucratization of medical practice 
seems to be a widespread phenomenon now- 
adays. Owing to historical circumstances this 
process started earlier than in most countries 
among the Jewish community in Palestine 
and has reached greater proportions there. 
For this reason, the kind of doctor-patient 
relationship that has developed as well as 
the manner in which the doctors defined 
their function undef -such conditions may be 
of interest both for exploring hypotheses 
about the structure of the physician’s role 
and for throwing some light on problems 
that may arise elsewhere under similar con- 
ditions. However, as bureaucratic organiza- 
tion may mean many different things noth- 
ing can be learned from the Israeli experi- 
ence without some knowledge of the local 
background. Therefore, the author describes 
the peculiar features of the organization of 
medicine in Israeli, its ideology, and some of 
its history, prior to the subsequent analysis 
of the main types of role that have developed 
among doctors in Israel. C.W.A. 


20. 


Ozzie G. Simmons and James A. Davis (Har- 
vard University and University of Chicago), 
“Interdisciplinary Collaboration in Mental 
Illness Research,” American Journal of Soci- 
ology, 63 (1957-1958), 297-303. 


In understanding interdisciplinary re- 
search, a team of behavioral scientists antici- 
pated that the principal problems of collabo- 
ration would be due to their conceptual dif- 
ferences. However, methodological differ- 
ences, here characterized in terms of “clini- 
cal” and “quantitative” points of view, 
turned out to be the major barriers to col- 
laborative effort and generated issues re- 
garding such operations as choice of research 
problem, sampling procedures, kinds of data, 
and techniques for collecting them. Other 
problems arose due to the adjustments in - 
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role required by team research. The concep- 
tual framework and methodological strategy 
in process of development by the team seeks 
to take systematic account of these differ- 
ences. AA 


21. 


Henry D. Von Witzleben (Veterans Admin- 
istration Hospital, Palo Alto, Calif., and Le- 
land Stanford University), “History, Psychi- 
atry and the Behavioral Sciences,” Behavior- 
al Science, 2 (1957), 56-62. 


This is one of a number of papers, com- 
prising a “Symposium on Freud,” presented 
at a meeting at the Veterans Administration 
Hospital, Palo Alto, California, and at the 
Center for Advanced Study in the Behavioral 
Sciences, Stanford University, in commemo- 
ration of the 100th anniversary of the birth 
of Sigmund Freud. The author, who is vi- 
tally interested in the history of psychiatric 
ideas and the interrelationship of psychiatry, 
history and the social sciences, states that “if 
psychiatry is that branch of medicine which 
deals with the psychopathology of human 
behavior, which it tries to describe ... 
to explain... and to correct ... then 
a history of psychiatric ideas ... cannot 
be limited to the description of systems 
and classifications of the clinical picture of 
‘insanity.’ Such a history has to investigate 
everything that contributes to the clarifica- 
tion—perhaps eventually to the solution—of 
problems concerned with so-called normal as 
well as emotionally disturbed persons. To- 
day the word ‘psychiatry’ has broader im- 
plications than in the past, in that the disci- 
pline has joined hands with other disciplines 
such as psychology, anthropology, sociology, 
and more recently, history. We make every 
eifort to learn from such disciplines and to 
contribute with them to the common pool of 
research on problems of human behavior. 
The birthplace of psychiatric ideas is not the 
hospital or laboratory but the civilization 
and culture of societies, their mythology, re- 
ligion, philosophy, and art. One cannot pre- 
sent a history of purely psychiatric ideas. In- 
Stead, one presents psychiatric ideas as they 
appear within a culture, making constant use 
of history and other humanistic disciplines.” 
The author presents some fundamental con- 


cepts which are necessary for the under- 
standing of the relationship of psychiatry to 
history and the behavioral sciences, concepts 
which, he states, will help us later to under- 
stand the development and interpretation of 
psychiatric ideas—such concepts as cultural 
history, the psychological aspect of history, 
historicism, natural processes and historical 
processes. “If... history is a part of the 
sciences concerned with human nature, it 
must be closely related to other sciences of 
that kind, for instance, psychology, psychi- 
atry, and the behavioral sciences. The reluc- 
tance of historians to accept psychology was 
understandable at a time when there were 
so many brands of psychology that the his- 
torian did not know where to begin to find a 
useful one. Today the situation is easier, 
since there is only one kind of psychology 
that is helpful to the historian, dynamic psy- 
chology. But dynamic individual and social 
psychology can be helpful only within the 
context of the behavioral sciences.’ Thus, in 
this paper, the author points out how psychi- 
atry and psychoanalysis, including the his- 
tory of medicine and psychiatry, are related 
to certain problems of general history and 
the behavioral sciences. C.W.A. 


22. 


John A. Clausen (National Institute of Men- 
tal Health), “The Sociology of Mental IIl- 
ness,” in Robert K. Merton, Leonard Broom, - 
and Leonard S. Cottrell, Jr., Sociology Today 
(New York: Basic Books, Inc., 1959), Chap- 
ter 22. 


The paper gives a definition of mental 
health and illness and discusses social and cul- 
tural factors in the etiology of mental dis- 
ease, the social response to mental illness, 
and recent mental-hospital studies. Culture- 
bound definitions are hard to avoid. The 
medical definitions of various mental ill- 
nesses are social facts. One task for sociolo- 
gists is to help discern the meaning and 
functions of the designations used in various 
cultural groups and by various categories of 
persons. A relatively neglected area of re- 
search is the diagnostic process itself. Such 
research may be a prerequisite to progress in 


the delineation of social and cultural factors 


in eticlogy. Perhaps the most consistent cor- 
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relation found in epidemiological studies is 
the inverse relationship between social status 
and the rates of schizophrenia, especially in 
larger cities; but Clausen and Kohn found 
no evidence of an inverse relationship in 
Hagerstown, Maryland. Probably the socio- 
psychological significance of social status 
differentials depends in part on the larger 
social framework within which they have 
been evolved or laid down. The concepts in- 
cide ice and prevalence are readily applied 
to ilInesses that have a clearly defined onset 
and course. They are less clearly applied to 
mental illness. This difference has relevance 
to the assessment and classification of men- 
tal illness. Gross sociological indices of the 
correlates of mental illness need to be rede- 
fined-by the application of case studies in 
various areas and subcultures. There are 
numerous important problems to consider in 
the study of social responses to mental ill- 
ness. In studies on therapeutic processes, the 
sociologist who goes beyond describing an 
operating social system to participate in the 
design of interventions to achieve stated ob- 
jectives is treading on dangerous ground. 
Research formulations call for analysis of 
the stresses and strains that occur in the 
treatment of patients as well as of the static 
structure of organization and procedure. 
A.L.P. 


23. 


George G. Reader, M.D., and Mary E. W. 
Goss (New York Hospital-Cornell Medical 
Center), “The Sociology of Medicine,” in 
Robert K. Merton, Leonard Broom, and 
Leonard S. Cottrell, Jr., Sociology Today 
(New York: Basic Books, Inc., 1959), Chap- 
ter 10. 


The objective of this paper is to show 
where the sociologist fits into the growing 
“yrocession” of medical researchers and to 
outline the ways in which he may make his 
optimal research contribution to an under- 
standing and modification of the processes 
associated with health and disease. It also 
considers how sociological studies in medi- 
cine may simultaneously clarify the social 
process itself. Sociologists and other social 
scientists are making significant strides in 
the study of various types of social phenom- 


ena in medicine, the place of medicine in the 
Western World, attitudes of population 
groups toward health, illness, and medical 
care, the social organization of health per- 
sonnel, the social structure and functioning 
of hospitals, the social roles played by pa- 
tients and health personnel interacting in 
medical settings, the process of becoming 
professionals in medicine, and sociopsycho- 
logical factors in different kinds of diseases. 
There is a healthy diversity of conceptual 
foci in sociological research in medicine. It 
may be a serious mistake to indulge in fact- 
finding in medicine without relating the pro- 
cess tO a sociological framework. The opti- 
mal research contribution the sociologist 
may make to medicine for some time to come 
consists of using the’ *scientific method in 
pursuing studies which are based upon and 
add to sociological theory. A.L.P. 


24, 


Robert N. Wilson (Judge Baker Guidance 
Center), “The Crucible of Choice: Hospital 
Decision Making and the Primary Group,” 
Hospital Administration, 4 (1959), No. 4, 
6-16. 


As a complicated model of human organi- 
zation, the hospital unites many systems of 
activity whose boundaries are unclear and 
whose processes are open to influence from 
neighboring systems. Decision-making in a 
hospital is influenced by this complexity. De- 
cisions cannot be sealed off in a single sys- 
tem. They may vibrate throughout parts of 
several systems. Included are competing in- 
terest groups with different professional 
identities. As a result, decisions must take 
account of the need for harmony and good 
will as well as operating efficiency. The med- 
ical tradition that the patient is first helps 
in the making and acceptance of decisions; 
but fine decisions may “blush unseen” on 
bulletin boards. To prevent such an event, 
the decision-maker needs to take account of 
the primary group as the scene of decision. 
More than one leader may be necessary for 
effective group functioning. Two kinds of 
leadership are “task” leadership and “ex- 
pressive” leadership. The task leader drives 
toward resolving the problem set for the 
group, while the expressive leader holds the 
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group together and enunciates their feeling 
of fellowship and a common purpose. Deci- 
sion-making may be neither an individual 
matter nor a group matter, but both in a ju- 
dicious mixture. A.L.P. 


25. 


Austin L. Porterfield (Texas Christian Uni- 
versity), “The Meaning in Shared Communi- 
cation Symbols,” Hospital Administration, 4 
(1959), No. 4, 32-45. 


To understand the social context of com- 


BOOK 


Experiment Perilous. By Reneé C. Fox. Glen- 
coe, Illinois: The Free Press, 1959. 262 pp. 
$5.00. 


The title of this book is a poetic reference 
to a medical research situation in which con- 
trol is sought for disease involving the ad- 
renal glands. Until the 1940’s such diseases 
usually ended in death, but with the discov- 
ery of cortisone, ACTH and similar drugs, 
experiments were begun to adjust the body 
to adrenalectomy. The early experiments did 
not always result in cure, in that the rela- 
tionship of adrenal functioning to other body 
organs and glands is complicated and not 
always understood. Thus the medical re- 
searchers had to start with a trial-and-error 
approach and their efforts sometimes in- 
duced death as well as health. 


The author studied the medical research- 
ers and their patients “facing the unknown” 
in a small all-male metabolic research ward 
in a teaching hospital in a New England 
city. There were 11 clinical investigators; up 
to 15 hospitalized patients; and a small num- 
ber of out-patients. The author’s study, as a 
doctor’s thesis at Harvard, involved partici- 
pant observation for two periods of 5 
months each in 1951-52. She did not hide 
her purpose of sociological investigation, but 
also served as an informal nurse’s aid and 
social companion to the patients. Only oc- 
casionally did she engage in direct interview- 


ing, but primarily listened for conversation, 


munication, we must see that (1) social in- 
teraction is the essence of group life; (2) 
social interaction includes the interstimula- 
tion and interresponding that go on between 
persons or groups in contact; (3) communi- 
cation is the channel of cooperative social 
interaction; (4) to be a leader of groups and 
the interaction that goes on among group 
members, one must know the arts of com- 
munication; and (5) to become a leader in 
communication, it is essential to know the 
principles of social interaction to be able to 
create an atmosphere of understanding. AA 
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and read the records, that would reveal the 
social and psychological patterns of adjust- 
ment and relationship. From 1953 to 1957, 
she kept up with happenings on the ward 
through correspondence, telephone calls, and 
a number of short visits. The study focused 
on various problems the physicians and pa- 
tients encountered; some of the common 
stresses they experienced; their shared ways 
of trying to cope with these problems and 
stresses; and some observed consequences of 
these efforts. 

The young physicians had two roles that 
were sometimes in conflict: that of clinicians 
with obligations to their patients and that of 
researchers with obligations to their science 
(and presumably to the “future’’). The role 
conflict posed ethical problems which they 
usually sought to resolve by shifting personal 
decisions to group judgment and by inform- 
ing the patients as well as they could and ° 
gaining the latters’ consent before taking 
any steps. The uncertain outcome of their 
“experiments” (usually uncontrolled and 


_ guided by inadequate theory) created psy- 


chological stresses, which they released by 
almost-nightly discussions among  them- 
selves, by “gallows’ humor,” by regarding 
their experiments as “games of chance,” by 
having almost equalitarian personal relatici- 
ships with their patients and by giving pub- 
lic acknowledgment to their especially co- 
operative patients in medical publications. 
The fact that they were usually able. to 
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achieve at best only partial, rather than to- 
tal, recoveries, of uncertain duration, kept 
the physicians from attaining full satisfac- 
tion in their work. The problems of finding 
scientifically suitable, motivated research 
subjects sometimes frustrated their scientific 
appetites; the less frequently occurring prob- 
lem of “overly helpful” patients strained 
their bedside manners. While their work -on 
balance provided them with more rewards 
than frustrations, and all of them continued 
in metabolic research, occasionally the physi- 
cians wished for the more secure and accept- 
ed state of regular practice. The strongest 
reward, which kept them in the work despite 
all strains and frustrations, was research 
itself, “contributing to knowledge” which 
would in the long run relieve human suffer- 
ing . 

The patients were even more plagued by 
the same difficulties and uncertainties, since 
they did not know if they were going to live 
or die or be permanently incapacitated, and 
they experienced the unpleasantness of pain 
and treatment first hand. They had to wit- 
ness, and probably identify with, the suffer- 
ings of their fellow patients. They had to 
submit to incapacity, to inactivity, and to 
the “slavery” involved in the strict medical 
regimen. Further, they were less equipped 
with knowledge to understand what was hap- 
pening to them. The patients came to terms 
with their problems and stresses by some 
of the same techniques the doctors used: 
forming a close-knit community, grim hu- 
mor, especially courageous behavior, seeking 
public recognition for their “contribution” 
to science, acting “objective and scientific” 
toward themselves as “human guinea pigs.” 
They also used religion and prayer, which 
have some analogy to the doctors’ semi- 
magical “‘games of chance.” 

The author recognizes considerable varia- 
tion in the adjustment techniques of the pa- 
tients by describing, in greater detail, three 
patients: Paul, who fought everything con- 
nected with the disease and looked forward 
to health (in fact, early death was his lot) ; 
Leo, who accepted permanent invalidism 
seemingly cheerfully and oriented himself 
completely to the ward community; and 
Jackie, who both adjusted to the hospital and 
kept up his outside interest in*basebail. 


The author examines her own relationship 
to the ward, and frankly and insightfully 
reports her own mental processes as a socio- 
logical observer. While this is a welcome con- 
tribution to the methodological literature on 
participant observation and sympathetic in- 
sight, it is not as unique as the author as- 
sumes; for example, no references are made 
to the classic statements on these subjects 
by John Dollard and Charles H. Cooley. The 
narrow theoretical training of the author is 
revealed by the exclusiveness of her footnote 
references to her teacher, Talcott Parsons, 
and to other functionalists. The surprising 
thine, however, is that her research and an- 
alysis are not at all different from what 
would be done by a student trained by Rob- 
ert E. Park or Everett C. Hughes. For ex- 
ample, while Malinowski is her exclusive 
choice as a guide to man’s use of magic in 
uncertain situations, there is nothing distinc- 
tively “functional” in her interpretation. 
Perhaps there are not many differences in 
research practice between the functional and 
interactionist approaches, and many theoret- 
ical differences can be attributed to obscure 
terminology. : 

Arnold M. Rose 
University of Minnesota 





An Experiment in Mental Patient Rehabili- 
tation. By Henry J. Meyer and Edgar F. Bor- 
gatta. New York: Russell Sage Foundation, 
1959. 107 pp. $2.50. 


This book reports on the post-hospital re- 
habilitation project undertaken by the Altro 
Health and Rehabilitation Service of New 
York with mental patients, most of whom 
were diagnosed as schizophrenic. The study 
is valuable more as an honest documentation 
of difficulties involved in conducting re- 
search in this area than in establishing the 
value of the Altro program for its subjects, 
although the conclusions suggest that the 
program was useful. 

The research met with innumerable diffi- 
culties in the implementation of research de- 
sign. For example, in spite of assurances 
from state hospital officials, whose institu- 
tions were supplying the post-hospital refer- 
rals, that there would be no problem in ob- 
taining sufficient patients to constitute ex- 
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perimental and comparison groups, the ac- 
tual numbers of patients ovtainec were much 
smaller than anticipated. In order to try to 
enlarge the pool from which patients could 
be drawn the criteria and mode of selection 
were altered. In spite of this, the desired 
numbers of patients were not obtained. These 
difficulties of implementation bring out two 


major contributions of the study. (1) Doubt . 


is raised concerning the basic assumption 
made by social service agencies that persons 
will recognize the benefit of a service if they 
_know that it is available. The predictions 
concernin .tient supply seem to have been 
based on this assumption. (2) Scientific 
rigor was still maintained in spite of serious 
problems encountered in obtaining sufficient 
subjects with which to demonstrate the ef- 
fectiveness of the Altro experiment. In this 
writer’s view, we are given good evidence 
of successful research carried forward under 
stressful conditions. 

Moreover, the study makes a large con- 
tribution in an area which, in the original 
design, was considered somewhat peripheral: 
it demarcates some of the social character- 
istics of former patients and relates these 
to attitudes of acceptance and rejection of 
the Altro project, both on the part of pa- 
tients and on the part of the Bronx After- 
Care Clinic which undertook the initial se- 
lection process. This section deserves care- 
ful reading since from it other research and 
service projects might gain important in- 
sights concerning what types of patients are 
most likely to be aided by the type of serv- 
ices offered. 

In this writer’s view this brief book also 
has value as a supplementary reading source 
in college courses in methods of social re- 
search because it represents a good example 
of how research objectives are carried. out 
in a realistic and difficult situation. This 
would seem to be a good antidote to the tra- 
ditional textbook in this area which presents 
research methods and designs as discrete 
from each other and often without adequate 
demonstration of practical application. 

Again, the study demonstrates clearly that 
a working relationship involving the de- 
mands of scientific rigor on the one hand 
and agency obligations on the other is possi- 
ble without sacrifice to either. In-sum,. al- 
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though this research does not demonstrate 
categorically that the Altro program greatly 
aided the post-hospital adjustment of former 
mental patients it is important as a docu- 
mentation of the formidable difficulties that 
may be expected in a new and exploratory 
research area. 
William N. Deane 

Vermont State Hospital 





Medicine and Anthropology: The New York 
Academy of Medicine, Lectures to the Laity, 
No. XXI. Edited by Iago Galdston. New 
York: International Universities Press, Inc., 
1959. 165 pp. $3.00. 


This is a thin book, both physically and 
professionally. In both instances the thinness 
derives from the same circumstance, the fact 
that the materials included were conceived 
and originally presented as lectures for lay 
rather than professional audiences. 

The six lectures that compose the book 
(together with a brief introduction by the 
editor) are alike in that each is, in one way 
or another, concerned with expounding a 
holistic view of man and drawing some of 
the implications of this view for the practice 
of medicine in both contemporary and prim- 
itive societies. They are alike, too, in their 
implicit acceptance of a systemic view of cul- 
ture and in the tendency of each to be more 
concerned—as revealed by argument and ex- 
ample—with primitive than modern medi- 
cine. This latter tendency may help to ex- 
plain the title, since anthropology as a disci- 
pline has historically been identified with 
primitive societies. 

The book is not, as might be implied by 
the title, a treatise on the interrelations of 
anthropology and medicine. Nor was it in- 
tended to be. It is rather the latest in a series 


‘of books edited or written by Dr. Galdston 


around the general conception of social medi- 
cine, using that term in its most inclusive 
British meaning. Medicine, as Dr. Galdston 
argues in his introduction, is an important 
component of anthropology if the latter is 
defined as “the science of man.’’ Conversely, 
anthropology could be and perhaps should be 
an important component of medicine, even 
though, as medicine is currently practiced in 
the United States, it largely is not. This is 
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the unifying theme of the book, even though 
none of the writers (except Dr. Galdston) 
explicitly makes the point. 

The opening lecture, “Man, Magic, and 
Medicine,” is by Paul Fejos, a physician who 
is president of the Wener-Gren Foundation 
for Anthropological Research. Dr. Fejos re- 
views the meanings of such standard anthro- 
pological concepts as culture, magic, taboo, 
mana, and disease, notes and illustrates the 
presence of elements of magic in our medi- 
cal culture, and argues that magic, properly 
understood and_used, “can be a potential ally 
of the scientific physician” and “a fully 
proper, rational, scientific adjunct for heal- 
ing the sick.” 

In a beautifully phrased piece, “The Hu- 
manist Looks at the Doctor,” that must have 
been a joy to hear, John W. Dodds of Stan- 
ford University’s Special Programmes in 
Humanities, speaks for the “art of medicine” 
which he believes has lost ground to the 
“science of medicine,” takes a lick or two at 
the deficiencies of medical education, and 
concludes, not altogether unexpectedly, that 
every medical man should be a humanist. 

Marston Bates, a Zoologist at the Univer- 
sity of Michigan, in his discussion of “The 
Ecology of Health” deals thoughtfully with 
the paradox that human culture is a most 
unnatural natural phenomenon, sees a cen- 
tral problem in human ecology as that of 
maintaining the species without sacrificing 
the individual, detours into an extended dis- 
cussion of man’s propensity for killing other 
members of his species, and affirms the 
proposition that the health of the human 
species as well as that of human institutions 
cannot be separated from the health of in- 
dividuals. 

The interrelations of “Cultural Mentali- 
ties and Medical Science” are the subject of 
F. S. C. Northrop, Sterling Professor of 
Philosophy and Law at Yale, who in a rea- 
sonable and lucid way builds support for the 
somewhat startling conclusion the ‘“‘diseases 
peculiar to modern man suggest a very real 
sense in which so-called primitive man is the 
true modern and we are the outmoded and 
misbehaving barbarians.” 

The last two lectures are both concerned 
with the anthropological process, accultura- 
tion. Alexander Leighton; Professor of Soci- 


ology at Cornell, in his “Mental Illness and 
Acculturation” develops the thesis that the 
acculturative process can be a positive fac- 
tor in the production of some kinds of men- 
tal illness, and Raymond Firth, Professor of 
Anthropology at the University of London, 
writes in considerable and cogent detail 
about “Acculturation in Relation to Concepts 
of Health and Disease.” 

The professional thinness mentioned at 
the beginning of this review is not a func- 
tion of the caliber of the writers or the qual- 
ity of their knowledge and thought. Each is 
an eminent person in his own field; each has 
much to say on the subject of his choice; 
each produced an excellent lecture. But a 
set of lectures, however excellent, does not 
add up to an important professional work. 
No anthropologist and no physician will miss 
much of importance to his field by not read- 
ing this book. 

But if there still exist people who read for 
fun instead of for work, who enjoy the stim- 
ulation of contact with provocative people 
and thoughtful views, and who qualify as 
laymen with respect to the disciplines of 
anthropology and medicine—these are the 
people for whom this series was intended 
and this is a book that they should and will 
enjoy. 

Lyle Saunders 
University of Colorado 





Normal Children and Mothers, Their Emo- 
tional Opportunities and Obstacles. By Iry- 
ing D. Harris. Glencoe, Illinois: The Free 
Press, 1959. x, 287 pp. $6.00. 


In this book, as in the Perils of Pauline, 
the final issue is in grave doubt until we 
near the story’s end. With disaster threaten- 
ing on every side, a daring hero wins the 
day. The prospective disasters are mostly 
methodological. The hero is insightful clinical 
analysis. 

The opening scene is quiet enough. Harris 
and his colleagues in the Illinois Institute for 
Juvenile Research often encountered young- 
sters with apparently “normal” personali- 
ties who, nonetheless, displayed some prob- 
lems in behavior. Should these children be 
subjected to treatment? If so, what kind 
would be appropriate? What is a reasonable 
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nor their publishers are afforded the cour- 
tesy of footnotes indicating the works from 
which the ideas were taken. 

The investigation is rescued from a de- 
served oblivion by the suggestiveness of the 
team’s classification of cases and by the co- 
herence with this classification of data ob- 
tained four years after the original cate- 
gories were constructed. This takes us into 
the substance of the work. 

The adequacy of the child’s adjustment is 
positively related to two maternal character- 
istics: the mothers’ dependability in provid- 
ing support and nurturance and their under- 
standing of the child’s desires to explore, to 
assert, and to be different. In a most provoc- 
ative analysis, the researchers recognize that 
the mothers also differed in style of child 
rearing according to their feelings about the 
procedures by which they, themselves, were 
reared. In addition, among those mothers 
who wanted to avoid the methods of child 
training employed by their own parents, 
some succeeded in doing as they desired and 
others failed. An elaborate cross-classifica- 
tion of mothers emerges from these several 
considerations. It then is shown to be con- 
sistent with variations in the behavior of 
their children. 

One distinctive feature of the analysis is 
the search for patterns of mothering which 
would predict good adjustment in latency, 
puberty, or both. Stated in oversimple terms, 
maternal dependability is related to good ad- 
justment in latency, but not in puberty, while 
the reverse is true for the mothers’ under- 
standing of their children’s deviant impulses. 
Mothers who self-consciously and successful- 
‘ly rear their boys and girls in ways different 
from those they had experienced as children, 
and who feel warmly toward their own fath- 
ers, have children who are well adjusted in 
both stages of development. The author’s dis- 
cussion of these findings is most insightful 
and subtle. 

The book closes with a reconsideration of 
the meaning of normality and abnormality. 
The conclusions are not novel. Harris esti- 
mates that there are very few well adjusted 
children or mothers (perhaps 10 to 15 per 
cent) in the population at large. He urges 
that good adjustment be conceived as success 
in coping with the child’s abnormai potenti- 


alities, not in eliminating such potentialities. 
What separates these judgments from the 
pedestrian is the book’s demonstration of 
the qualitative variability of normal behav- 
ior. For the first time we are presented with 
some observations which indicate that such 
judgments reflect the realities of human per- 
sonality and social life rather than the ther- 
apist’s disillusionment. 
All’s well that ends well. 
Guy E. Swanson 


University of Michigan 





The Mentally Retarded in Society. By Stan- 
ley Powell Davies with the collaboration of 
Katharine G. Ecob. New York: Columbia 
University Press, 1959. vi, 248 pp. $5.50. 
Effects of a Severely Mentally Retwrded 
Child on Family Interaction. By Bernard 
Farber. Monographs of the Society for Re- © 
search in Child Development, Serial No. 71, 
1959, Vol. 24, No. 2. Lafayette, Ind.: Child 
Development Publications, Purdue Univer- 
sity. 112 pp. Paper. No price stated. 


In terms of the respective audiences for 
which they are presumably intended, these 
volumes make a pleasant contribution to the 
relationship between mental retardation and 
society. The work by Davies, a revised sec- 
ond edition of Social Control of the Mentally 
Deficient (first published in 1930), is a use- 
ful introduction for those reading about the 
social rehabilitation of the mentally retarded 
for the first time. The report by Farber is 
more likely to stimulate research for it calls 
attention to the effects of a mentally re- 
tarded child upon marital interaction and 
the personality of normal siblings. 

Both volumes provide some indication of 
the divergent paths which sociology as ap- 
plied to health problems has followed over 
the years. In the Foreword to the 1930 edi- 
tion, much emphasis is placed upon the fact 
that Dr. Davies is a sociologist. The 1959 
revised edition, amazingly similar to the 
earlier one, is historical and somewhat phil- 
osophical in its approach. Written with many 
value judgments shared by most profession- - 
als today, Davies’ book is likely to create 
more sympathy toward, and understanding 
of, the mentally retarded child. With mini- 
mum attention to theory and research prob- 
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lems, this volume may be considered an 
ideological statement that is most useful to 
parents and to those who have. limited ex- 
perience and knowledge of the field of men- 
tal retardation. 

There is not as much revision in the 1959 
edition as Some readers.may have hoped. Ap- 
proximately three-fourths of the present vol- 
ume contains sentences, whole paragraphs 
and chapter sub-headings which are identical 
to the 1930 edition. The chapter titles are 
virtually identical although the chapter on 
“Family Care” is a- completely new contri- 
bution. However, the themes developed un- 
der the rubric of “mental retardation in its 
social rather than clinical aspects’ (1959, 
p. v; 1930, p. vii) are as useful (as introduc- 
tions) today as they probably were 29 years 
ago. This should give some pause to those 
who feel that emphasis upon the social as- 
pects of mental retardation is a relatively 
new development. 

Slightly less than one-half of Davies’ work 
consists of very interesting historical back- 
ground with emphasis upon the period prior 
to 1930. The rest of the volume deals with 
modern rehabilitation programs including 
institutions, colonies, foster family care, the 
community, schools, vocational training and 
employment. There are two summary chap- 
ters on the socializing process and the men- 
tally retarded in the social order. One would 
need to turn to other sources for an intro- 
duction to the clinical aspects of mental re- 
tardation. 

Whereas Dr. Davies places more emphasis 
upon rehabilitating the mentally retarded 
child outside of his family of procreation, Dr. 
Farber is concerned with. institutionalized 
and non-institutionalized mentally retarded 
children in terms of their effects upon the 
“normal” members of their families. Far- 
ber’s report is likely to stimulate further re- 
search, partly because of limitations in meth- 
od and procedure, some of which are made 
explicit. 

This reviewer felt some uneasiness on first 
reading the Farber report. Taken independ- 
ently, the introduction and literature review, 
formulation of hypotheses and data gather- 
ing instruments are quite competently ac- 
complished. With minor question-begging in 
parts, the hypotheses appropriately follow 


aay } 


the theoretical orientation. The initial un- 
easiness stems from three problems: first, 
apart from use of the modified Vineland So- 
cial Maturity Scale, there is no clear picture 
of what the mentally retarded child is, or 
was, like in the home or in the institution; 
second, the concept of family. integration 
seems more appropriately restricted to mari- 
tal integration in terms of data collected; 
and third, variations in kind of institutional 
facilities are not considered in the case of 
those children not living with their family of 
procreation. 

The sample was drawn from parents 
known to agencies who specialize in mentally 
retarded children and the criteria for selec- 
tion is one of parental definition of “severe 
mental retardation” with the author’s plaus- 
ible note that the childreir had IQs probably 
under 50. One wonders about the additional 
criteria of retardation: physical examina- 
tion, family history, personal and develop- 
mental history, educational progress, prac- 
tical knowledge and general information, and 
social history and reactions in addition to 
mental examinations (Davies, 1959, p. 6). 
One may assume that there are variations 
among mentally retarded children in these 
additional factors but they are not discussed. 
The modified Vineland Social Maturity Scale 
is used to record the mother’s perception of 
the range of independent-dependent behav- 
iors permitted the child by her, but this is 
not sufficient to enable the reader to picture 
the mentally retarded child in the family 
setting. 

Indeed, the concept of family integration 
revealed in the data analysis appears to be 
restricted to the relationship between par- 
ents and manifestations of interpersonal ten- 
sion in the non-mentally retarded child. Since 
14 of the 19 hypotheses deal with the con- 
cept of family integration, this area deserves 
more close examination. The brief theoretical 
material considers family integration as (a) 
consensus of members on domestic values 
and (b) lack of role tensions in interper- 
sonal relationships. Presumably, this consen- 
sus and lack of role tension involves both 
parents’ and children’s agreement on values 
(appropriate to their respective age and so- 
cialization levels) but the mentally retarded. 
child is not included in the concept of con- 
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sensus or as himself behaving in a way indi- 
cating role tension. One has the impression 
that the mentally retarded child is influenc- 
ing the integration of other family members 
but is not himself part of family living. 

Furthermore, family integration is largely 
considered in terms of a triadic relationship 
(father-mother-child) whereas some readers 
may wonder about dyadic relationships. In 
families with one other normal child one 
visualizes a number of two-person relation- 
ships of some consequence (father-mentally 
retarded child, father-normal child, mentally 
retarded child-sibling, for example), and two 
triadic relationships (father-mother-retarded 
child and father-mother-normal child) and a 
quadratic relationship (father-mother- 
retarded child-normal child). The Farber re- 
port includes attention to some of these re- 
lationships but the readers may feel that 
“some aspects of family integration” are 
being studied rather than family integration 
in a more comprehensive sense. 

Within these limits, the findings are of 
considerable interest. The age, sex and 
(mother perceived) dependence of the re- 
tarded child combine with the presence of 
siblings, social status and religion to influ- 
ence marital integration and the develop- 
ment of role-tension among siblings. How- 
ever, one does not feel completely prepared 
to accept the practical implication (p. 80) 
that “the parent can expect that a retarded 
boy, especially after the age of 9, will prob- 
ably have a disruptive effect on marital rela- 
tions” and similar “‘guideposts.” The prac- 
tical implications are more sweeping than 
the author’s presentation of data which bear 
upon his hypotheses. 

In summary, the Farber contribution is 
deserving of careful study and is interesting 
reading for research workers in the field of 
the family, particularly with reference to 
mentally retarded children. If there aré ex- 
plicit and implicit lacunae, a large number of 
questions are raised and methodologies are 
suggested and used. In the long run, perhaps 
no more need be asked of a research mono- 
graph. 

John H. Mabry 
University of Kentucky Medical Center 





Drinking and Intoxication: 


ings in Social Attitudes and Controls. Edited 
by Raymond G. McCarthy. New Haven: Yale 
Center of Alcohol Studies and Glencoe, Illi- 
nois: The Free Press, 1959, xix, 455 pp. 
$7.50. 


Raymond McCarthy, whose name is more 
closely associated with education about <al- 
cohol than any other, has compiled this ex- 
tensive volume of more than 45 readings in 
the field of drinking behavior, past and pres- 
ent. The volume departs from a consistent 
social science emphasis in its concern~for 
ethical questions, historical coverage and 
geographic representativeness. The editor, 
furthermore, does not attempt to place his 
readings within any theoretical framework 
derived from the behavioral sciences. 

The volume is divided into five parts: 
Physiological and Psychological Effects of 
Alcohol; Drinking Practices, Ancient -and 
Modern; Drinking Practices, U. S. A.; Cul- 
tural, Religious and Ethical Factors; and 
Controls. 

The student of health and human behavior 
will find a number of these selections quite 
valuable. The discussion by Leon Greenberg 
and Mark Keller of the physiological effects 
of alcohol is excellent. The attempts by John 
Riley and Charles Mardon, Milton Maxwell, 
and Robert Straus and Seldon Bacon to indi- 
cate drinking practices within the United 
States are good examples of the application 
of survey techniques to this area. It is, how- 
ever, in the selections which deal with cul- 
tural and religious factors in drinking and 
intoxication that behavioral science knowl- 
edge is most evident. For example, Joan 
Jackson and Ralph Connor present a trench- 
ant analysis of the Skid Row alcoholic while 
Robert Bales grapples with the intriguing 
question of “cultural differences in rates of 
alcoholism.” 

In any book of readings, the reader is 
always left with the question of why certain 
selections were included while others were 
not. In the first category, this reviewer was 
at a loss to understand why Alfred Lee’s 
“The New Prohibition Drive” published in 
1944 was chosen in view of the current low 
tide of Prohibition-sentiment in this country. 


_In the latter case absence of any of the excel- 


lent behavioral science studies in drinking 








BOOK REVIEWS 75 


behavior and alcoholism from the Finnish 
Foundation for Alcohol Studies is difficult 
to comprehend. Despite these objections, Mc- 
Carthy has chosen, on the whole, an excel- 
lent group of readings in drinking and intox- 
ication which should be informative to the 
student of health and human behavior. 
David J. Pittman 


xy 


Washington University 





Breakdown and Recovery. By Eli Ginzberg, 
John D. Miner, James K. Anderson, Sol W. 
Ginzberg, M.D., and John L. Herma. New 
York: Columbia University Press, 1959. xvii, 
284 pp. $6.00. 


The military personnel records of World 
War IJ are a vast reservoir of information 
relating to human behavior in large scale 
organizations, and under stress. In 1950, at 
the urging of General Eisenhower, the Con- 
servation of Human Resources Project was 
established at Columbia University to utilize 
these records in a massive study of human 
performance. Supported by the University, 
and by various foundations and businesses 
(and receiving full cooperation from the De- 
partment of the Army and the Veterans Ad- 
ministration), the Project’s staff has been 
concerned primarily with understanding the 
reasons for deficient or ineffective perform- 
ance in both military and civilian life. 

The publication reviewed here is the sec- 
ond of three volumes with the general title: 
The Ineffective Soldier: Lessons for Man- 
agement and the Nation. Apparently, the 
first volume (The Lost Divisions) contains 
various statistical analyses, while the third 
(Patterns of Performances) contains both 
statistical and case materials, and also pre- 
sents the Project’s policy recommendations 
concerning the better development and utili- 
zation of human resources. 

Breakdown and Recovery is devoted pri- 
marily to 79 case histories selected to illus- 
trate various facets of the authors’ analytic 
scheme. This scheme, presented in the first 
chapter, includes three sets of determinants 
of performance: psychological, organization- 
al, and situational, each of which is further 
sub-divided. While there is some ambiguity 
in language and presentation, the “psycho- 
logical” category is regarded as “predispos- 


ing,” and includes physical condition, intelli- 


gence, motivation, and emotional stability. 
Organizational variables include the family, 
leadership and cohesion in small groups, and 
various policies of the military organization 
as such. Situational variables are confined to 
stress in both location and combat. 

The book is so organized that six of the 
chapters contain cases illustrating the influ- 
ence of these variables on ineffective mili- 
tary performance; and six others contain 


cases illustrating the variables in effective © 


performance in civilian life. A final chapter 
suggests some conclusions and also the desir- 
ability of a “multidimensional” framework 
for the study of performance. 

Insofar as this volume is intended to reach 
a non-professional audience, one can nod ap-- 
provingly. It is simply written; the case his- 
tories are interesting and often revealing; 
and the emphasis on social environmental 
factors in performance may help to overcome 
the loose “psychologizing” of many laymen. 

Professional behavioral scientists, on the 
other hand, will have little need for the book. 
Most of its ideas and conclusions are famil-_ 
iar, and have been stated more rigorously 
elsewhere. Since none of the authors is a 
sociologist, anthropologist, or social psychol- - 
ogist, the presentation of organizational and 
environmental factors inevitably suffers. 
The analytic scheme itself seems much too 
simple to encompass the phenomena of “per- 
formance” which the authors rightly recog- 
nize as “extremely complex” (p. 3). 

Most unfortunate, perhaps, is the “lesson’”’ 
purportedly derived from this study: “The 
lesson is a simple one. While every man has 
his weakness, he also has strengths. Even if 
he breaks down, he is likely to recover if he 
is aided by a loving family, a sympathetic 
government, and there is a place for him in 
an expanding economy” (p. 275). This plati- 
tudinous mouse presumably stems from the 
labors of “one. of the most ambitious social 
science investigations yet attempted in this 
country” (jacket blurb). Social scientists 
should feel libeled. 

Edmund Volkart 
Stanford University 





Psychoanalysis and Psychotherapy: 36 Sys- 
tems. By Robert A. Harper. Englewood 
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Cliffs, N. J.: Prentice-Hall, Inc., 1959. x, 
182 pp. $1.95, paper. 


Before reading the subtitle of this book, 
one approaches it with the hope that it is a 
long awaited and much needed attempt to 
integrate that which is common to any suc- 
cessful system of psychotherapy, something 
along the lines of Ruth Monroe’s Systems 
of Psychoanalytic Thought. Just before open- 
ing the book, the thought may occur to the 
reader that if it is not a theoretical syn- 
thesis, perhaps it is an equally overdue and 
necessary report of comparative, empirical 
research which tells us what difference it 
makes in outcome whether the therapist is 
a classical psychoanalyst, a neo-Freudian, a 
Rogersian, a rationalist or a therapist of 
some other conviction. A comprehensive 
study would compare the methods and suc- 
cesses of these schools with each other and 
with non-professional therapists such as min- 
isters, friends, bartenders and gypsies. 

The book is a plea for eclecticism. As such, 
it might have better accomplished its pur- 
pose by including a chapter or two on useful 
ways of combining aspects of the different 
schools when treating particular types of pa- 
tients, as Lewis RK. Wolberg does to some 
degree in his extensive Technique of Psycho- 
therapy. Instead, the author chooses to pre- 
sent, under the claim of impartiality, the in- 
dicated number of “systems.” According to 
major groupings, these are Freud, deriva- 
tions from Freud (existentialists are even 
classified here along with Adler, Jung, Sul- 
livan and others), client-centered therapy, 
rational-directive therapies (general seman- 
tics, learning theory, assertion-structured 
therapy, etc.), group therapies, and a vari- 
ety of others (gestalt therapy, hypnother- 
apy, experiential, conditioned reflex and re- 
ciprocal inhibition therapies). He overlooks 
Erickson, the community environmentalists 
headed by Erich Lindemann, and the dialec- 
tical materialists. His claim of neutrality in 
the preface is hardly borne out by the page 
distribution: 33 for Freud and roughly an 
average of three for each of the others 
(when allowance is made for general state- 
ments, index and glossary). Rogersians claim 
18, Suilivanians € and Fromm less than a 
page. Nor do comments such as the follow- 


ing support this, perhaps impossible, posi- 
tion of neutrality: “In more recent years, 
Reich proceeded to develop what was vari- 
ously called orgone therapy and vegetother- 
apy, Which was not only a radical departure 
from Freudian psychoanalysis, but from 
what we in this book consider psychother- 
apy.” In general, it appears to this reviewer 
that the author favors a combination of 
Freudian analysis and rational, directive 
therapies. He is in any case rather critical 
of the client-centered group and certain oth- 
ers. But again one must ask, in terms of 
outcome, does it matter which position the 
therapist takes? 

In the first chapter is a suggestive list of 
elements generally present in psychotherapy 
(though frequency arid number of contacts, 
payment and other conditions are not con- 
sidered). No attempt is made to distinguish 
these elements from those present in any 
therapeutic relationship, from those present 
in any client-professional relationship, nor 
from those involved in any human interac- 
tion. Also included in this first chapter are 
explicit statements of desirable characteris- 
tics of both therapist and patient. Social 
scientists will be interested to note that the 
author recognizes the need among trained 
therapists for “thorough knowledge of the 
history, major experimental findings, and 
differing bodies of theory in psychology, so- 
ciology, psychiatry, social work, and educa- 
tion as well as in psychotherapy itself.” The 
desirable patient is “a relatively intelligent 
person, capable of fairly rational communi- 
cation, who is strongly dissatisfied with the 
present state of his life and is determined to 
try to improve his condition.” Needless to 
say, if selection for therapy is carried out 
along these lines, to any degree, “lower” 
class people and psychotics will get relatively 
little attention from psychotherapists, as 
Hollingshead and Redlich suggest is the 
case, and the larger social problem of mental 
health will be advanced but little. 

The book is easy to handle, is conveniently 
organized with clear print and offers a brief, 
but sometimes unnecessary summary at the 
end of each chapter. References are provided 
at the end of each chapter. As a quick over- 
view of a number of orientations, the book 
will serve a useful purpose. In spite of not 
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being what one hopes for, the reviewer would 
recommend it for beginning students and 
others who would like a quick, thumb-nail 
presentation of a wide range of psychothera- 
peutic orientations. 


Ray xo. Elling 
Cornell University 





Culture and Mental Health. Edited by Mar- 
vin K. Opler, New York, N. Y.: Macmilian 
Company, 1959, xxi, 533 pp. $8.75. 


In this book, the editor, a social anthropol- 
ogist, has brought together twenty-three be- 
havioral science contributions to the study of 
‘cultural aspects of mental health. His selec- 
tion of articles purports “to take stock of the 
position of behavioral sciences” in the study 
of world mental health problems. In particu- 
lar, it is hoped that this volume will illus- 
trate the centra: theme of “the variable ef- 
fect of culture and cultural stress on mental 
health” and on patterns of treatment, while 
emphasizing the “exploratory nature of cur- 
rent studies,” as well as the great “variety 
of analytical tools used in such research” on 
peoples in different parts of the world. 

This collection of articles also is a vehicle 
for mounting and supporting the editor’s 
general views regarding the necessary evo- 
lution of a unified behavioral science of cul- 
ture and mental health. Moreover, it affords 
him with the opportunity to delineate what 
he sees as the present and future special role 
of social psychiatry in developing “new 
methods, theories and practical applications” 
by virtue of being the “medical and behav- 
ioral science discipline.” It is evident that 
the editor found it difficult to do full and 
equal justice to these many aims. This prob- 
lem apparently forced him to rely exclusively 
on “the simple geographic method of organ- 
izing’ the works of the various authors. 

Since some areas, like South America and 
Oceania, are only represented by one and two 
articles, respectively, this procedure mainly 
succeeds in hinting at the editor’s intended 
“cross-cultural or world coverage in this vol- 
ume.” On the other hand, the editor has 
performed a commendable service in select- 
ing thirteen original papers for inclusion 
that have never been published before, either 


hen eel ey ten ain ads. 8 as fa, ee 
Nn WaoIe OY in part. seven Of: these were 


initially presented at a symposium at the 
American Anthropological Association An- 
nual Meeting in 1957. 

Six excellent articles by Hallowell, Dai, 
Lin, Opler, and Wittkower are direct reprints 
from various journals devoted to the behav- 
ioral sciences. Two articles, those of Gladwin 
and Sarason (an interesting case study of 
Trukese personality) and DeYos and Miner 
(a useful contribution to the problems of ac- 
culturative stress among Algerian Arabs), 
are based on material utilized somewhat dif- 
ferently in previously published articles and 
monographs by the-same authors. 

Of the remaining two articles, the one by 
Kardiner is essentially a brief restatement of 
his findings and views regarding American 
Negro adaptational processes and emotional 
difficulties which originally appeared in his 
Mark of Oppression. Finally, the article by 
Messing on the ‘Czar Cult” is a thinly dis- 
guised rewrite of an informative article on 
psychological treatment in Ethiopia that 
appeared in the American Anthropologist, 
Vol. 60, December, 1958. A direct reprint of 
this paper would, in the opinion of this re- 
viewer, have been preferable. 

Apart from the incomplete geographic cov- 
erage of these papers, and the largely unor- 
ganized diversity of problem areas dealt with 
under the overall topic, this volume should 
prove to be a useful introductory set of read- 
ings as well as an initial bibliographic source 
for the growing literature on culture in men- 
tal health. The publication of this book is 
also welcome at this time as it tends to fill 
the planned gap in the coverage of investiga- 
tive efforts of behavioral scientists in the 
mental health field which is present in a re- 
cent and similar editorial venture by the 
sociologist, E. Gartley Jaco, his Patients, 
Physicians and Illness. Moreover, all the 
papers, with the exception of two on world 
perspectives by Wittkower and Mead, pre- 
sent suggestive empirical findings on the 
basis of a wide range of standard social sci- 
ence concepts and methods which should 
prove stimulating to any newcomer to this 
field. 

Otto von Mering 
University of Pittsburgh 
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Graduate Education for Hosptial Adminis- 
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tration. Edited by Ray E. Brown. Chicago, 
Ill.: University of Chicago, The Graduate 
Program in Hospital Administration, 1959. 
190 pp. $3.00, paper. 


In 1932 a final report was submitted by 
the “Committee on the Costs of Medical 
Care,” an agency financed by the Rockefeller 
Foundation. This report concluded that 
“Hospitals and clinics are not only medical 
institutions, they are also social and business 
enterprises, sometimes very large ones. It is 
important, therefore, that they be directed 
by administrators who are trained for their 
responsibilities and can understand and inte- 
grate the various professional, economic, and 
social factors involved.” The University of 


Chicago’s Graduate Program in Hospital Ad- 


ministration was a direct outgrowth of that 
Rockefeller supported study. The present vol- 
ume is composed of papers presented origi- 
nally at a national symposium called to cele- 
brate the twenty-fifth anniversary of this 
program. All of the papers relate to past or 
future education for hospital administration. 
Today there are some eighteen graduate pro- 
grams in hospital administration, the Chi- 
cago course being the pioneer program at the 
master’s level. Some 2,600 students have 
graduated from these courses of study. Seen 
at one level, these papers simply report on 
the work done to train these students, their 
impact upen the field, and future plans con- 
cerning the improved training of their suc- 
cessors. Seen another way, these papers re- 
veal more than that. They tell the story of 
one emergent democratic society. They throw 
light on the rapid developments within the 
health field, but show as well the kind of 
self-conscious efforts made by intellectuals in 
many occupational fields to think through 
their problems rationally and as a group. 
Here are men who recognize their own emo- 
tional needs for ego-satisfying symbols, the 
pressures of the society around them, the 
changing definitions of social roles not only 
of men but of institutions. They approach 
their problems with sophistication and with 
some humility, as well as with pride in their 
obvious accomplishments over a brief span 
of years. 

The vapers delivered on the. first day of 
this two-day symposium were presented by 


friendly outsiders to the present educational 
programs. Michael M. Davis who served on 
that.original Rockefeller study, reported on 
his early efforts to structure the Chicago 
course and on his still unfulfilled dream of 
what hospital administration could be. George 
Bugbee of the Health Information Founda- 
tion and Edwin Crosby of the American Hos- 
pital Association told of efforts made to 
change perceptions concerning this occupa- 
tional field, as well as patterns of adminis- 
tration within it. Charles Prall and Herluf 
Olsen reported on the sober surveys they 
mzde to chart the needs of hospitals for bet- 
ter administration and the efforts of univer- 
sity programs to meet those needs. R. Wen- 
dell Harrison, a Vice-President of the Uni- 
versity of Chicago, speke about the problems 
which universities had—and still have—as 
this and similar professional groups demand 
advanced and specialized training for practi- 
tioners. He noted especially the fears of 
university people that intellectually our so- 
ciety may be in process of fragmentation as 
clusters of specialists are produced with de- 
creasing ability to communicate with each 
other. This day’s papers would be of special 
interest to those concerned with the broad 
problems of education in our society, partic- 
ularly at the professional] level. 

The second day was devoted to papers 
more immediately related to on-going uni- 
versity programs in hospital administration. 
Speakers reported present and future plans 
for financing such studies, for staffing, cur- 
riculum change, of job placement of gradu- 
ates and their contribution to the field. One 
gathers that the original task of providing 
American hospitals with university trained 
administrators is well on its way toward the 
desired goal. By 1970, one paper states, it is 
reasonable to expect that all but the smallest 
hospitals will have university trained admin- 
istrators available to them. Still to be met 
are present needs for an adequate number of 
scholars, philosophers of health, who can see 
beyond the walls of discrete institutions, and 
across occupational borders. A _ recurrent 
theme in several papers is the need for re- 
search based on community needs rather 
than on present institutional patterns: 

Who is to produce the research scholars 
capable of integrating the many areas of 
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' knowledge which impinge on the health field 
today? Can the field of hospital administra- 
tion continue to depend upon recruits from 
other disciplines such as sociology and psy- 
chology to design their research studies, to 
decide which problems deserve to be studied, 
and the best methods for studying them? 
The social scientist may be especially inter- 
ested in papers presented by Richard J. 
Stull, John McGibony and Walter J. McNer- 
ney. Mr. Stull, for example, comments upon 
present contributions of social scientists to 
this area and warns that care must be taken 
not to introduce “into the already delicately 
arranged relationships that make up the 

hospital as a going organization, wasteful 
elements of division and additional sources 
of tension.” We desperately need the im- 
proved insights that the behavioral sciences 
can provide, he argues, but barriers to com- 
munication are real ones. 

All of these papers are eminently read- 
able. Not all will interest everyone who 
picks up this volume, but some will be of 
value to historians of the health field, others 
to scholars in the field of education. Their 
greatest value may be to the occupational 
sociologist, for the meaning of the health 
field as one part of the contemporary scene 
is still waiting for an astute mind to analyze 
and conceptualize for the benefit of the rest 
of us. 

Edith M. Lentz 
University of Minnesota 
School of Public Health 





Prenatal and Paranatal Factors in the De- 
velopment of Childhood Reading Disorders. 
By Ali A. Kawi and Benjamin Pasamanick, 
M.D. Lafayette, Indiana: Society for Re- 
search in Child Development, 1959. 80 pp. 
No price stated. 


While this monograph deals with one spe- 
cific problem, it should not be appraised by 
itself, but together with companion studies 
by the same group of authors, Lilienfeld, 
Pasamanick and others. These have dealt 
with maternal and fetal factors associated 
with cerebral palsy, epilepsy, mental defici- 
ency, behavior disorder and speech disorder 
in children. 7 ney have all been inspired by 
the authors’ hyp 


othesis that there exists “a 


continuum of reproductive casualty,” which 


ranges from abortions and stillbirth to syn- 
dromes of “minimal cerebral damage.” 

The value of this group of studies is tre- 
mendous. Apart from anything else, they 
show clearly that epidemiology has as great 
a contribution to make to the progress of 
psychiatry as to that of any other branch of 
medicine. While this is an accepted principle 
in Europe, and particularly in the Scandi- 
navian countries, the idea has been neglected 
by psychiatrists in this country, with the 
apparent result that a great volume of re- 
search into psychiatric disease is lost in the 
pursuit of fruitless leads. We have needed 
this reminder that epidemiology can provide 
the clues as to where one should begin to 
look for the cause of a disease. 

The results of the studies, of which this 
monograph is one, conclusively show that 
prematurity and maternal complications 
during pregnancy are associated with the 
development of a number of neurological 
and psychiatric disorders. This implies that 
brain damage to the fetus or neonate is a 
significant contributing cause in some cases 
of these disorders. With this clue as to a 
direction of research likely to yield results, 
Pasamanick, Knobloch and others went on 
in 1955 to a prospective study of a large 
group of premature infants born in Balti- 
more, and defined in this group a syndrome 
of “minimal cerebral damage” from the re- 
sults of examining these children at forty 
weeks. This study continues, with follow-ups 
planned at regular intervals, and Pasaman- 
ick and Knobloch have begun similar studies 
in Columbus, Ohio. The work is some of the 
most exciting in contemporary psychiatry 
since it deals with factors that operate in 
the production of major psychiatric condi- 
tions and which are at least in theory pre- 
ventable. . 

Turning to the specific value of this mono- 
graph for the further understanding of 
reading retardation in children, the most 
significant contribution it makes is that it 
provides concrete reason for suspecting 
brain damage as a cause of this disorder. 
Since studies were first made of the condi- 
tion, brain damage has been blamed as the 
cause éven in those cases where there were 
no signs of neurological lesions. Naturally 
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no pathological evidence has been available 
and the reasoning for the hypothesis has 
rested chiefly on analogies from the aphasi- 
as, dyslexias and’ dysgraphias of adult neu- 
rological patients. The best clinical evidence 
to support the hypothesis has been put for- 
ward by Rabinovitch and others in a paper 
presented to the 1954 meeting of the Associ- 
ation for Research in Nervous and Mental 
Diseases. Rabinovitch suggested that cases 
of reading disorder can be grouped into three 
classes: an obviously brain damaged class 
with gross neurological signs, a primary 


class, and a secondary class associated with : 


clear environmental factors. In the primary, 
as opposed to the secondary class, cases 
showed: suggestions of neurological lesions, 
right-left confusion, cortical sensory defects, 
clumsiness, aphasia and dissociated dys- 
graphia. Unfortunately we do not know from 
the monograph under review how many of 
the cases would have fallen in the “obviously 
brain damaged” class, but it seems unlikely 
that many of such children would be in gen- 
eral rather than special schools. If we can 
assume that most if not all of the cases fell 
into. Rabinovitch’s primary and secondary 
classes, then the results of this study and of 
Rabinovitch’s fit well together. They take 
the hypothesis of brain damage as a cause 
of reading retardation out of the realm of 
speculation and make it a reasonable belief. 
M. A. Stewart, M.D. 

Washington University 

School of Medicine 





Hospital Utilization Under Insurance. By 
Milton I. Roemer and Max Shain. Chicago: 
American Hospital Association, Hospital 
Monograph Series No. 6, 1959. 39 pp. $1.75. 


The authors evaluate their analysis of fac- 
tors affecting hospital utilization with ac- 
cepted academic diffidence: “other students 
of the problem would doubtless identify oth- 
er factors,” “other paths .. . might be more 
appropriate,” etc. However, this monograph 
provides an unusually well-written, concise, 
and complete coverage of factors involved 
in hospital utilization (including those not 
directly related to insurance) and an excel- 


lent evaluation of paths available for cor-. 


rective action. 


So adequate is the coverage, in fact, that : 
Roemer and Shain partially (and, it seems, 
intentionally) obviate one of their purposes, 
which was to provide guide-lines for re- 
search into the over-utilization of hospitals. 
Ever-increasing hospital costs and their cor- 
ollary, rising insurance premiums, have led 
to a reaction against suspected “excessive 
use” of hospitals. The authors imply that re- 
search defined in terms of ‘‘over-use” would 
not be particularly useful. By giving a care- 
ful account of patient, hospital and physi- 
cian determinants of hospital utilization, 
they show (1) that elimination of instances 
of “unnecessary hospitalization” would not 
substantially reduce rising over-all costs of 
hospital care and (2) that “over-utilization” 
can hardly be tackled, in research or in 
practice, until] there is an appropriate and 
deliberate decision made regarding the sup- 
ply of beds required adequately to meet 
health needs. They point out that the pres- 
ent standard of 4.5 beds per 1000 popula- 
ticn is basee on a 1930 morbidity survey and 
is, today, more an arbitrary ration than a 
realistic ratio, remaining with us principally 
by virtue of inertia. | 

As a study during a period of transition 
in provision of medical care, this monograph 
presents an interesting paradox. Although 
the problem of excessive use of hospitals 
emerged only with the advent of extensive 
prepayment schemes, its solution may well 
be dependent on still further expansion of 
insurance coverage. The feasibility of intro- 
ducing effective control measures on hos- 
pital utilization will increase as the propor- 
tion oi persons and scope of medical bene- 
fits covered by prepayment plans approaches 
100 per cent. : 

; Kathleen Archibald 
Washington University 





VITAS OF THE EDITORS IN 
THE NEXT ISSUE 

We were unable to complete the biographi- 
cal sketches of our fellow editors on the staff 
of the JOURNAL OF HEALTH AND HUMAN 
BEHAVIOR in time for the first issue. How- 
ever, all data will be available in time to do 
a better job in presenting the vitas in the 
Summer issue. If you have not sent us your 

sketch, be sure to do so s00n.—EDITORS. 








